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Medullary K-Nailing of Humerus to Spine of 
Scapula For Arthrodesis of Shoulder 


GARRETT PIPKIN, 


MD., F.A.A.OS., F.LCS. 


KANSAS CITY, MISSOURI 


Y oon methods of securing an 
arthrodesis of the shoulder have 
been described in the past, requir- 
ing four to six months’ external fixation, 
usually in a plaster cast.! By the use of 
an intramedullary nail as hereinafter de- 
scribed, external fixation can be discarded 
as soon as the surgical scars mature, gen- 
erally a matter of three weeks. Obvious 
advantages are the patient’s comfort and 
the economy obtained by elimination of 
several months’ follow-up treatment in 
casts. More desirable is the fact that the 
majority of arthrodeses are performed 
for residuals of infantile paralysis, and 
the months in a plaster cast formerly 
necessary to obtain an arthrodesis often 
added serious disuse atrophy to muscles 
already below par. 

It has also been taught that some de- 
gree of maturity of the patient should 
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be obtained before attempting a shoulder 
arthrodesis, as the bony structures in- 
volved in children are principally carti- 
laginous and do not fuse kindly. Hence, 
in the past an age of 12 years was re- 
quired before fusions were considered. 
With the method here discussed the nail 
provides adequate immobilization for the 
patient to carry on daily use until a fusion 
occurs, sometimes a matter of several 
years. It is now possible to give a 6-year- 
old child the benefit of a shoulder arthro- 
desis that creates a functional demand on 
the extremity, stimulating growth and 
preventing serious degrees of shortening. 

Arthrodesis of the shoulder is preferred 
to arthroplasty of the shoulder and is in- 
dicated in the presence of the following 
conditions: 

1. Deltoid paralysis with reasonably 
fair scapular muscles, particularly the 
upper trapezius. 

2. Loss of continuity of the glenoid and 
humerus, as in fracture dislocations, 
formerly treated by excision of the 
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Fig. 1—A, fracture-dislocation of the shoulder. B, avascular necrosis after imperfect open reduction 
C, roentgenogram taken after treatment by excision of humeral head. 


with internal fixation. 


humeral head; total avulsions of the ro- 
tator cuff,2 or resectable tumors in this 
region (Fig. 1). 

8. Painful, degenerative articular 
states (Fig. 2). 

4. Tuberculosis of the shoulder joint.* 

The operative steps are simple enough 
for one familiar with the use of K nails 
in the femur, but the method is not rec- 
ommended for an untrained team with 
minimal equipment. The K nail is intro- 
duced in a retrograde manner, much as 
for a fracture of the femur with retro- 
grade nailing. The length of the nail is 
determined by direct measurement prior 
to operation; it is measured from the base 
of the spine of the scapula to the distai 
humeral metaphysis, and 2.5 cm. is sub- 
tracted to allow for shortening created 
by resection of the humeral head. The 
length has varied from 24 to 30 cm. The 
smallest diameter of the humeral shaft 
is measured teleroentgenographically to 
determine whether the humerus will carry 
an 8-mm. cloverleaf nail. Thus far no nail 
of smaller diameter has been used, al- 
though conceivably a 6-mm. nail may be 
desirable for small children. The incision 
(Fig. 3) parallels the general axis of the 
spine of the scapula, extending longitudi- 
nally and distally on the arm 8 or 10 cm. 


Since the function of the deltoid is to be | 


supplanted by the arthrodesis, a direct ap- 
proach through this muscle, or its fibrous 
remnants, to the shoulder joint is permis- 
sible. The shoulder anastomosis is a minor 


source of bleeding and is best handled by 
electrocoagulation. The posterior humeral 
circumflex artery is the only major vessel 
encountered and is generally ligated. The 
arm is brought into tentative alignment 
with the scapula at the recommended 
angle of 80 degrees abduction and 30 de- 
grees forward flexion, and the humerus 
rotated so that the hand presents to the 
mouth. Fortunately, the anatomie axis of 
the spine of the scapula and the long axis 
of the humerus, when aligned with each 
other, approximate these desired angles. 
The humeral head is then properly beveled 
with a power saw (Fig. 4). The obturator, 
or guide for the K nail, is then driven 
from the center of the glenoid to a point 
of exit near the base of the spine of the 
scapula. Economy of cutaneous incisions 
is generally obtained by a second counter- 
skin crease incision paralleling the verte- 
bral border of the scapula, permitting 
emergence of the obturator and the drill- 
ing of a scapular tunnel (Fig. 5). The 
selected K nail is started through this 
tunnel, the obturator reversed, the carti- 
lage of the glenoid excised, and the 
obturator driven across the proximal 
humeral metaphysis and down the medul- 
lary cavity of the humerus (Fig. 6). This 
step is generally checked by multiplane 
fluoroscope. The K nail is then driven 
home, so that its distal end is in the distal 
metaphysis of the humerus (Fig. 8). 
Shorter positioning of the nail, so that it 
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ends somewhere in the medullary canal 
of the humerus rather than in the distal 
metaphysis, does not create maximum 
stability. Further, if the nail is to be left 
in permanently, for reasons which will 
be dealt with later, failure of the end of 
the nail to reach the metaphysis creates 
a stress potential in a tube, which may 
predispose to a later fracture. 

It is much better for the nail to end 
in the distal metaphysis, which structur- 
ally is designed to transmit stresses and 
strains. The depth of the nail in the distal 
metaphysis is, therefore, carefully checked 
by a roentgenologist by means of the 
multiplane fluoroscope. When it is satis- 
factory, the caudal half of the acromion 
is turned down as a bone flap and locked 
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in a bone slot on the dorsum of the 
humerus (Fig. 7), after the manner of 
the Gill'’* or the Watson-Jones proce- 
dure.’* This may be reinforced with bone 
chips.!° 

In closure of the shoulder joint the 
capsule and fibrous remnants of the del- 
toid form a strong flap, which has been 
so lengthened by the necessary joint re- 
section that the flap may be attached well 
over the acromion, creating a strong re- 
inforcing ligament. The superficial fascia 
and skin are closed conventionally. Post- 
operatively the shoulder may be supported 
for comfort in a spica cast or an abduc- 
tion splint, or may be placed in balanced 
traction, until maturation of the scar 
tissue, a matter of three weeks. At the 


Fig. 2——Malum articulorum senilis. 
409 


i 
+4 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


end of this time a platform splint may 
or may not be used as an adjunct until 
the shoulder girdle adapts itself to its new 
load. Physiotherapy is not generally used. 

As will be seen from the case reports, 
bony arthrodesis takes place slowly, over 
many months or even years; therefore the 
intramedullary nail must be left in for a 
long time. Leaving the nail in indefinitely 
is also advisable from another standpoint. 
In some cases of infantile paralysis the 
humerus is no longer protected by an in- 
vestment of muscle (Fig. 9), and minor 
trauma may produce a fracture of the 
humeral shaft, which might not have oc- 
curred with a nail reinforcing the shaft. 

This operative procedure has been per- 
formed in 6 cases, which are here re- 
ported. An adult, a youth and a child are 
representative patients from each age 
group, and their cases are presented in 
detail, with roentgenograms.* Thumbnail 
sketches of the other 3 cases are also 
included as a matter of record. 


REPORT OF CASES 


CASE 1.—M.M., a boy aged 6, had deltoid 
paralysis one year after poliomyelitis, with 
flail shoulder and elbow and poor muscular 
power in the forearm, so that the hand was 
not of much use. The scapula was stable. A 
K-nail arthrodesis was performed on Aug. 21, 
1950. A shoulder spica was applied and worn 
for three weeks after the operation. There 
was partial bony arthrodesis after one year 
(Fig. 10). Excellent use of the extremity has 
been developed. A trace of biceps has devel- 
oped elbow flexion. Elbow extension is still by 
gravity only. There has been a surprising 
redevelopment of the forearm, wrist and hand, 
which have reached an almost normal status. 
The proximal epiphysial plate of the humerus, 
through which the K nail still passes, has 
closed. There is no additional shortening of 
the arm. Excision of the clavicle was per- 
formed as a supplementary operation on July 
9, 1951, with increase in range of motion of 
the shoulder girdle. 


*When this paper was presented at the Assembly in 
Chicago, colored motion pictures taken at one-year or two- 
year follow-up examinations, demonstrated the results far 
more effectively than they can be presented by the halftone 
still pictures accompanying this article. 
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CASE 2.—F.F., a man aged 39, with flail 
left shoulder (a residual of infantile paralysis 
in childhood), had been treated by his family 
physician for angina pectoris over a period 
of several years before a consulting cardiolo- 
gist ruled out heart disease and requested 
arthrodesis of the shoulder to eliminate 
mechanical drag of the neurovascular bundle 
of the arm.? An abduction splint was worn 
by the patient for three weeks to determine 
whether some such procedure would give him 
relief. Improvement with regard to pain was 
reported after this test period. The scapular 
muscles were excellent. Intramedullary K-nail 
fixation of the humerus to the spine of the 
scapula, with the shoulder at 80/30, was per- 
formed on Sept. 6, 1949. The excised humeral 
head was converted into an acromiohumeral 
graft maintained in position with two 
threaded wires (Fig. 114). The immediate 
postoperative period was marked by the de- 
velopment of stretch paralysis of the ulnar 
and radial nerves, the ulnar nerve, which 
has the longer course, being the more af- 
fected. This was accompanied by considerable 
pain, unrelieved by various conservative meas- 
ures. Anterior transposition of the ulnar 
nerve was performed on October 5, one month 
after arthrodesis, by the neurosurgical staff, 
with improvement provided the arm was sup- 
ported with an abduction splint. Attempts to 
get the arm down to the side and out of the 
abduction splint were always blocked by pain 
and by some return of paralysis in the hand. 
Two months after the original operation, the 
K nail was withdrawn and the angle of the 
arthrodesis forcibly broken down to about 60 
degrees of abduction. This relieved the pain. 
The radial nerve paralysis recovered com- 
pletely. Ulnar sensation returned. There is 
still ulnar motor weakness in the hand after 
two years. This is the only case in this series 
in which the nail has been withdrawn. Roent- 
genograms taken twenty-two months after 
operation showed that a solid bony arthro- 
desis had resulted (Fig. 11B). Excellent use 
of the arthrodesed shoulder has been de- 
veloped by the patient. The old “heart pain” 
is gone, and the patient is able to sleep at 
night without sedatives. 

CASE 3.—C.W., a boy aged 12, had flail 
right shoulder and elbow for two years after 
an attack of poliomyelitis. The trapezius was 
good and the scapula stable, but the rhom- 
boids were poor and the pectorals absent. 
The right arm groups were all recorded as 
absent, and one consultant had advised an 
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Fig. 3.—Incision for K-nail arthrodesis of the shoulder. This parallels the general axis of the 
scapular spine, extending longitudinally and distally 8 or 10 cm. on the arm. 


Fig. 4.—Joint contoured. 
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Fig. 5.—Scapula tunneled. 


Fig. 6.—Obturator centered in humerus. 


elbow transfer to procure some flexion. The 
forearm and hand were fair in power, save 
for pronation. On Dec. 2, 1947, a roentgen 
comparison of the two shoulders revealed a 
decrease in the space between the epiphysis 


' and the diaphysis of the upper part of the 
right humerus, probably indicative of early 
union of the epiphysis. There was also some 
disuse demineralization of the shoulder girdle. 
A K-nail arthrodesis was performed on Dec. 
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17, 1949, by Dr. C. W. Thomas and myself. 
Postoperatively the boy was placed in bal- 
anced traction for three weeks and discharged 
in four weeks, using his shoulder without 
support. He failed to report to the clinic for 
follow-up. A social service check reported that 
the family had left town. Eighteen months 
later he was traced to a Kansas farm, where 
follow-up revealed the following data: The 
arthrodesis was solid (Fig. 12), the nail con- 
tinuing in place and innocuous. There was ex- 
cellent range of motion and power for an 
arthrodesed shoulder. Instability of the 
acromioclavicular joint was developing from 
stress; the biceps had developed sufficiently 
to move the elbow to the mouth. The hand 
and wrist were almost normal. There was no 
additional shortening. Roentgenograms 
showed that the proximal humeral epiphysis, 
across which the K nail traverses, was still 
open. An excision of the clavicle was per- 
formed on June 8, 1951, to restore this 
shoulder to universal joint status. (Fig. i3). 
This procedure enabled the boy to put his 
hand in his pocket, bring his elbow to his 
side, and throw a baseball overhand (Fig. 14). 

CASE 4.—J. S., a boy aged 12, had deltoid 
paralysis following poliomyelitis. The scapular 
muscles were poor, except for the trapezius. 

A K-nail arthrodesis was performed and 
was successful. A two-year follow-up revealed 
upgrading of the weak elbow and forearm 
group. There was marked improvement in 
the hand. Excision of the clavicle, as a sup- 
plementary procedure, was performed May 
16, 1951, with increase in range of shoulder 
motion. The patient can now get his hand into 
either front or back pockets. 

CASE 5.—A.H., a girl aged 12, had deltoid 
paralysis for three years after poliomyelitis. 
The arm was otherwise excellent. A K-nail 
arthrodesis was performed on June 21, 1951. 
The patient is now able to use the arm. 
Roentgenograms indicate that a bony arthro- 
desis will result, though it is too early to 
state the final result. 

CASE 6 (courtesy of Dr. Charles B. 
Thomas).—L.V., a woman aged 50, had a 
painful pseudarthrosis of the shoulder. A 
successful arthrodesis was performed with 
the K-nail technic, after a previous attempt 
by another method had failed. Her pertinent 
medical history was as follows: 

After three years of trial with a recur- 
rently dislocating right shoulder, an unsuc- 
cessful Nicola procedure was performed in 
1946. Two years later an arthrodesis of this 
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Fig. 7.—Interlocking grafts. 


shoulder was attempted. Two vitallium screws 
were inserted through the head of the 
humerus into the glenoid, with six months’ 
postoperative immobilization in a plaster cast, 
after which time bony union was not achieved. 
A K-nail arthrodesis was performed in March 
1950, reinforcing iliac grafts being used in 
addition to the usual procedure. Bony union 
was roentgenologically evident in four months. 


COMMENT 


In following this small series of 
shoulder arthrodeses, several items are 
worthy of discussion. We have had to 
make some decisions for lack of precedent, 
and we wish to record our current opin- 
ions and observations on some points at 
this time. 

1. As to leaving the nail in, we con- 
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Fig. 8.—Nail in place. Note that nail extends to distal metaphysis to insure stability and to prevent 
stress fracture. 


Fig. 9.—Cross sections of normal and paralyzed arm. The nail is left in permanently in arms lack- 
ing protective musculature but may be removed in the presence of normal muscles. 
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sider it advisable for victims of severe 
poliomyelitis, paralysis of whose arm 
groups deprives the humerus of its nor- 
mal muscular protection (Fig. 9). We 
know of 2 instances of fracture of the 
humerus following arthrodesis by other 
methods. In the presence of normal arm 
musculature the nail may be removed. 

2. As to growth disturbances, the 
“dangle arm,” giving promise of severe 
shortening by maturity, gets a much bet- 
ter growth stimulus from the increased 
function of a successful arthrodesis. This 
follows from Wolff’s law, as well as from 
recent studies of Barr, Stinchfield and 
Reidy concerning functional muscle mass.* 
At the time of the initial operations it 
was felt that the proximal epiphysis of 
the humerus would be necessarily sacri- 
ficed by the K nail’s transfixation. This 
is not necessarily the case; of the 4 


Fig. 10.—One year after nailing. Arthrodesis not yet complete in a 6 year-old boy. 
solidation will require eighteen months. 
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children treated in this series, 3 show 
roentgen evidence that the proximal 
epiphysis of the humerus is still open 
(Fig. 12). 

38. successful arthrodesis of the 
shoulder is analogous to a_ successful 
stabilization of the foot with regard to 
its effect on other joints of the extremity. 
Successful foot stabilization often up- 
grades the knee and hip motors to extent 
that offers freedom from a brace. Shoulder 
arthrodesis goes a step farther, in that 
gravity can be brought to the aid of im- 
paired elbow and hand motors instead of 
continuing to act as a degrading force. 
For example: a biceps humerus, graded 
“poor” before arthrodesis, will be up- 
graded by two factors; the aid of gravity 
in certain positions which the patient 
rapidly learns, and the fact that the num- 
ber of joints it is required to move has 
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Fig. 11.—A, postoperative film, lateral view in coronal plane. 
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B, film taken two years later. Nail 


removed. 


Fig. 12.—Bony arthrodesis in a 12-year-old boy after fifteen months. 


Note that the epiphysial 


plate is still open. 


obviously been reduced from two to one. 
4. In spite of all the advantages herein 
outlined for arthrodesis of the shoulder, 
the procedure results in an awkward at- 
titude of the extremity. The arm and 
elbow are apt to “stick out like a sore 
thumb.” Fracture of the humerus (for 
want of body clearance) is probable. 
Laxity of the clavicular articulations de- 
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velops with use, pointing to traumatic 
changes with age. The hand can not be 
put into a trouser pocket; overarm mo- 
tions, such as those used normally in 
throwing a ball, are not possible. Clavi- 
clectomy offers an opportunity to restore 
an arthrodesed shoulder to a status rea- 
sonably near that of a universal joint 
(Figs. 13 and 14) and has been per- 
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formed as a supplementary procedure in 
3 cases. Claviclectomy, of course, results 
in an almost immediate increase in range 
of motion. The clavicle in such a proce- 
dure can be regarded as a sesamoid bone 
like the patella, and the important point 
for consideration in its removal is careful 
repair of the muscular-ligamentous raphe, 
by which the sesamoid is invested. 

It is debatable whether claviclectomy 
will produce scoliosis in growing children. 
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This has not been observed in cases of 
ununited fracture of the clavicle.“ Only 7 
total excisions of the clavicle are reported 
in the literature, none with comment on 
this point. At present, therefore, our ac- 
count of claviclectomy as an adjunct to 
shoulder arthrodesis’ must be considered 
a preliminary report, and the ultimate 
value of the procedure assessed at a later 
date, when a body of data based on 
further experience becomes available. 


Fig. 14.—A, patient demonstrating how he used his arm prior to arthrodesis. B, photograph show- 


ing maximum elevation obtained after arthrodesis of shoulder. 


C, motion obtained after claviclec- 


tomy supplemented arthrodesis. 
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SUMMARY 


1. A method of arthrodesis of the 
shoulder has been used in 6 cases. 

2. It has been successful in 5 cases. 

3. The sixth case is not ready for final 
assessment, at the time of writing the 
patient is progressing satisfactorily. 

4. A preliminary report is made on 
claviclectomy as a supplementary proce- 
dure to arthrodesis of the shoulder. 


SOM MAIRE 


1. Il s’agit d’une méthode de arthro- 
dése de l’épaule employée dans 6 cas. 

2. Elle a réussi dans 5 cas. 

3. Quant au 6 iéme cas, on ne peut le 
classer immédiatement. Mais pour le 
moment il progresse d’une facon satis- 
faisante. 

4. On fait un premier rapport sur 
l’usage de la claviculectomie comme pro- 
cédure supplémentaire 4 l’arthrodése de 
l’épaule. 

ZUSAMMENFASSUNG 


1. Eine in sechs Faellen angewandte 
Methode zur Versteifung des Schulter- 
gelenks wird beschrieben. 

2. Fuenf Faelle waren erfolgreich. 

3. Der sechste Fall gestattet noch keine 
endgueltige Auswertung. Zur Zeit der 
Niederschrift der Arbeit jedoch machte 
der Kranke befriedigende Fortschritte. 

4. Es wird ein vorlaeufiger Bericht 
ueber die Entfernung des Schluesselbeins 
als ergaenzendes Verfahren zur Ver- 
steifung der Schulter abgegeben. 


RESUMEN 


1. Se trata de un método de artrodesis 
del hombro usado en 6 casos. 

2. Dicho método ha sido satisfactorio 
en 5 casos. 

3. Sobre el sexto caso no puede hacerse 
aun la estimacién final, pero el paciente 
se encuentra por ahora progresando satis- 
factoriamente. 

4. Se hace un informe preliminar sobre 
la claviculectomia como procedimiento 
suplementario de la artrodesis del hombro. 
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RIASSUNTO 


1. Viene esposta una tecnica di artro- 
desi della spalla, usata in 6 casi. 

2. In 5 casi si poté ottenere un suc- 
cesso completo. 

3. Nel sesto caso non si possono fare 
apprezzamenti quanto all’esito finale ma, 
al tempo in cui il lavoro veniva scritto, il 
decorso post-operatorio progrediva in 
modo soddisfacente. 

4. Si espongono note preliminari sulla 
claviculectomia come procedimento supple- 
mentare dell’artrodesi della spalla. 


SUMARIO 


1. Um metodo de artrodése do ombro 
foi usado em 6 casos. 

2. Foi coréado de sucesso em 5 casos. 

3. O séxto caso nao esta pronto para 
cotejamento final, mas ao tempo em que 
se escreve 0 paciente esta se recuperando 
satisfatoriamente. 

4. Um relatorio preliminar 


é feito 


numa claviculectomia como um processo 
suplementar 4 artrodése do ombro. 
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Phleboliths 


PROF. DR. ALFONSO pe 1a PENA, F.I.C.S. anp J. REIG, M.D. 


MADRID, SPAIN 


boliths (Fig. 1A) in the pelvic ring 

(Fig. 1B) is normal and is gener- 
ally considered unimportant. Less fre- 
quently, phleboliths occur in the male 
perineum (Figs. 2 and 3). The signifi- 
cance of this is not clear, but its slight 
clinical importance is well known. One 
of the few available notes on this subject 
is found in Ribert-Hambel’s Anatomic 
Pathology (fourth edition, page 96): 
“When the fibrous organization and trans- 
formation of the thrombus does not reach 
its full extent and the central parts are 
not reabsorbed, it may be that these parts 
slowly become bigger and fix the calcium 
salts. Calcification sometimes results in 
thrombi of the heart valves in cases of 
endocarditis and often to _ spheroid 
thrombi the size of peas or smaller, which 
form in the dilated veins of the broad 
ligament and in the pelvic veins. These 
thrombi are thus converted into so-called 
phleboliths.” 

Another note which I remember from 
my student days occurred in an English 
article entitled Phleboliths, but unfortu- 
nately I cannot remember either the date 
or the author’s name. 

Since practically no literature on 
phleboliths is available, it should be 
stated here that they may occur as a re- 
sult of the organization and calcification 
of small thrombi, which are often not dis- 
covered because they are asymptomatic. 
Some authors maintain that these calci- 
fied thrombi are separated and emigrant 
in parts of the venous system, occurring 
as a result of sudden illness and hyper- 
tension (Gremberg, Urological and Cu- 
taneous Review, December 1949). Very 
often infarcts and thrombi of the pros- 
tatic and periprostatic plexuses are ob- 
served. 


A" a certain age the presence of phle- 
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Figure 4 is a roentgenogram of a 
phlebolith my associates and I discovered 
in a sarcoma of the shoulder in a child, 
which had been operated on by Arguelles; 
in this calcification we discovered that 
the large veins revealed a hardness which 


Fig. 1—A, phleboliths removed from pelvic ring. 
B, roentgenogram taken in a case in which 
perineal pain was due to phleboliths. 
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Fig. 2.—Roentgenogram in case represented by 
Figure 1B. The patient suffered perineal pain 


due to the presence of phleboliths. The concre- 
tions were removed without difficulty (see text). 
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Fig. 3.—Phleboliths of male perineum. 


OCTOBER, 1951 


on examination proved to have _ been 
caused by a phlebolith (Fig. 5), attached 
by a fixing peduncle to the venous walls. 
A middle covering was observed, and the 
outer one, smaller at any rate, showed 
strong calcareous deposits. As a result of 
technical procedures, the central nucleus 
remained attached by part of the middle 
covering (Miguel Calvo). In other phle- 
boliths, those corresponding to Figures 3 
and 4, no fixing peduncles could be noted, 
but logically the fact that the pheboliths 
were concentrated in the interiors of 
atrophic vessels histologically similar to 
the former ones—which had already lost 
all the normal veins through infiltration 
and sclerosis—must be considered proof 
that they originated from local sepsis 
(silent?) of the vessels in which they 
occurred (Fig. 6). 

The patient represented by the roent- 
genograms Figures 1B and 2 and by the 
photograph Figure 7 suffered some pain 
in the perineum; therefore it was neces- 
sary to remove the phleboliths, which had 
been detected by systematic exploration 
—one of our routine procedures in every 
investigation of illness. On contact with 
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the rectum some hard, grainlike spots 
were noted roentgenographically at both 
sides of the perineoscrotal zone. These 
calcifications were confirmed by means 
of roentgenograms taken according to the 
impression obtained by examination. A 
perineal incision had been made, pro- 
caine hydrochloride being employed for 
local anesthesia; under the aponeurosis a 
vessel could be located which contained 
the phleboliths and had lost some blood. 
The concretions were removed without 
any difficulty, and the pain completely dis- 
appeared. 

The meagre literature that exists with 
regard to phleboliths furnished the basis 
for this short article and revealed an icon- 
ographic character that is really interest- 
ing. Aside from the fact that it is neces- 
sary to know the significance of these 
formations in differential diagnosis, es- 
pecially with regard to ureteric and vesic- 
ular lithiasis as encountered in pros- 
tatovesicular procedures, it is worth con- 
sidering whether phleboliths, in spite of 
their clinical insignificance, may not be 
responsible under certain circumstances 
for clinical manifestations the cause of 
which is still unknown. In the aforemen- 
tioned case, at least, a refractory condi- 
tion existed which obliged us to operate. 

Finally, the investigation of phleboliths 
is important for its relation to vascular 


Fig. 4.—Roentgenogram of phlebolith discovered 
in sarcoma of shoulder in a child. 
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it was attached to venous wall. 


pathology, a theme of increasing impor- 
tance in the surgical field, especially with 
regard to urologic operations on the pros- 
tate gland and the bladder. 


SUMMARY 


The author presents a brief discussion 
of phleboliths, their nature, incidence and 
roentgen manifestations, illustrated by 
pertinent roentgenograms and_ photo- 
graphs. Material on phleboliths in the 
literature is relatively scanty, and the 
author’s purpose is to call attention to 
the fact that knowledge of this condition 
may have increasing importance in rela- 
tion to pathologic conditions of the blood 
vessels. A case is reported in which sur- 
gical intervention was necessary and was 
successfully performed. 
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Fig. 5.—Phlebolith removed from sarcoma of Ry ia 
child’s shoulder, with fixing peduncle by which cate 
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Fig. 6.—Histologic picture. 


Fig. 7.—Phlebolith detected by systematic investigation. Scale 
indicates size of calcifications. 


RESUMEN 
Se presenta una breve discusién sobre 


los flebolitos, su naturaleza, incidencia y 


manifestaciones roéntgen, ilustrada con 
réntgenogramas pertinentes. Es relativa- 
mente escaso el material sobre los fleboli- 
tos en la literatura, por lo que el autor 


llama la atencién respecto a la creciente 
importancia que puede tener el conoci- 
miento de este estado, en relacién con el 
estado patolégico de los vasos sanguineos. 
Se da a conocer un caso en que la inter- 
venci6n quirtrgica fué necesaria y satis- 
factoria. 
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RESUME 


L’auteur passe en revue la nature, la 
fréquence et les manifestations radiolo- 
giques des phlébolites avec des clichés a 
l’appui. Le littérature est pauvre sur le 
sujet, aussi l’auteur a-t-il l’intention de 
nous montrer |’mportance du sujet surtout 
en regard de certaines conditions mor- 
bides des vaisseaux sanguins. Un cas a 
Yappui qui a da subir une intervention 
chirurgicale avec succés. 


ZUSAM MENFASSUNG 


Der Verfasser eroertert kurz die Eigen- 
heiten, das Vorkommen und die Roent- 
generscheinungen der Venensteine. Die 
Arbeit ist mit erlaeuternden Roentgen- 
bildern ausgestattet. Das in der Literatur 
vorliegende Material ueber Venensteine ist 
verhaeltnismaessig spaerlich, und der 
Verfasser beabsichtigt mit seiner Arbeit 
darauf aufmerksam zu machen, dass die 
Kenntniss dieser Veraenderungen fuer das 
Studium der pathologischen Zustaende der 
Blutgefaesse von wachsender Bedeutung 
sein mag. Er berichtet ueber einen Fall, 
in dem ein chirurgischer Ejingriff not- 
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wendig und von Erfolg begleitet war. 
SUMARIO 


O autor apresenta uma bréve discussao 
sobre os flebalitos, sua natureza, inciden- 
cia e manifestacdes radiologicas, ilus- 
tradas por roentgenogramas. O material 
sobre flebolitos na literatura é relativa- 
mente raro; O intuito do autor é chamar 
a atencéo para o fato de que o conheci- 
mento desta condicéo péde ter crescente 
importancia em relacao 4 condicées pato- 
légicas dos vasos sanguineos. Um caso e 
relatado no qual a intervencao cirurgica 
foi necessaria e coroada de sucesso. 


RIASSUNTO 


L’Autore presenta una breve esposizione 
sui fleboliti, loro natura, incidenza e 
aspetto radiologico, illustrandola con 
radiogrammi. La letteratura in merito e’ 
scarsa e ]’Autore si propone di richiamare 
l’attenzione sul fatto che una migliore 
conoscenza in questo argomento puo’ 
illuminare alcune condizioni patologiche 
dei vasi sanguigni. E’ riportato un caso 
in cui fu necessario un intervento chirur- 
gico che fu seguito da successo. 


The Eighth International Assembly 
of the 
International College of Surgeons 
will be held in Madrid, Spain 
May 20-23, 1952 
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Operative Position for Intrathoracic Procedures 
REEVE H. BETTS, M.D., F.A.C.S., F.1.C.S.* 


VELLORE, SOUTH INDIA 


portance in any surgical procedure. 

The two objectives of greatest con- 
cern are provision of the best possible 
exposure for the surgeon and creation 
of the least disturbance in the physiologic 
function of the patient. It is axiomatic 
that the added burden to the patient of 
providing good exposure for the surgeon, 
even though it entails longer incisions and 
lengthened operating time, is more than 
made up by the ease of the operative 
procedure, the gentleness with which the 
tissues can be handled and, in thoracic 
procedures, the shortening of the intra- 
thoracic part of the operation. 

In dealing with intrathoracic organs 
the approach has to take account of the 
existing bony framework of the thorax, 
so that with few exceptions incisions are 
planned to parallel the ribs. The operative 
approach cannot be easily changed dur- 
ing operation as in abdominal procedures. 
An exposure that enables one to deal with 
almost any intrathoracic problem is great- 
ly to be desired. The length of time neces- 
sary to open and close the chest wall 
structures usually dictates a second, sep- 
arate operation if the lesion encountered 
cannot be safely managed through the ex- 
posure first obtained. 

The two routes of access in frequent 
use are the anterior and the posterolateral. 
With the anterior approach the patient 
lies supine on the table, or perhaps with 
a small pillow or sandbag under the 
shoulder of the affected side to permit ex- 
tension of the incision farther into the 
axilla. In the posterolateral position the 
patient lies on the unaffected side, usually 
over a pillow to spread the ribs on the 


A DEQUATE exposure is of prime im- 
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affected side. In this position an incision 
can be made along the complete length of 
the rib from sternum to spine. This is by 
far the position most frequently used. To 
overcome certain objections to both of the 
aforementioned plans, the prone position 
has become more and more popular dur- 
ing the last six or seven years, since its 
adoption and emphasis by Overholt and 
his associates.! In this position the pa- 
tient is supported by the face, the clavicles 
and the anterior superior spines of the 
pelvis in such a manner that the entire 
chest and upper part of the abdomen are 
exposed and the patient does not bear any 
weight on them. 

Anterior Approach.— As far as the 
physiologic structure and function of the 
patient’s thorax is concerned, this is a 
very good approach. The lung on the un- 
affected side is able to function without 
embarrassment. The anterior exposure 
has the added advantage of speed, as it 
usually takes less time to open and close 
an anterior incision than a posterior one 
which traverses the heavy musculature 
around the scapula. The exposure is 
adequate for certain procedures, includ- 
ing resection of the right middle lobe. 
Pneumonectomy in the absence of exten- 
sive adhesions is easily accomplished by 
this route. It is also to be preferred for the 
Blalock operation of subclavian anasta- 
mosis of the pulmonary artery. There are 
disadvantages to the approach, however, 
that strictly limit its usefulness. An un- 
complicated pneumonectomy or middle 
lobectomy can be done by this route with- 
out difficulty, but it is very hard to re- 
move a lung anteriorly that is densely 
adherent posteriorly. Likewise, a lower 
lobectomy is much harder through the 
anterior approach than it is when done 
posteriorly. If the ribs or cartilages have 
been divided, as they almost always are 
when this method is employed, the chest 
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Fig. 1—Drawing of patient on Overholt-Comper thoracic table (manufactured by the American 


Sterilizer Co., Erie, Pennsylvania). 


Support is provided for pelvis, clavicles and face. 
rubber-padded supports are individually adjustable. 


either side, or foot can be raised for the Trendelenburg position. 


Sponge 
Table itself can be rotated laterally to lower 
Table-top to shoulder-girdle dis- 


tance is likewise variable. Individually adjustable arm supports allow scapula to rotate forward, 


away from operative incision. 


wall is somewhat less stable than after 
the posterior incision, with which the 
scapula and the heavy muscles lend stabil- 
ity to the operative site. A minor draw- 
back is the risk of infection of the carti- 
lages if an anterior wound becomes in- 
fected. Serious infections have been so 
nearly eliminated, however, that this 
factor is of little importance. 
Posterolateral Approach.—The postero- 
lateral approach is an extremely useful 
one in most respects and is the one most 
widely employed. It gives excellent ex- 
posure. Practically any intrathoracic 
lesion can be handled through this route, 
although it is often advisable to place the 
pleural incision one or two rib spaces 
higher or lower, depending on the part of 
the hemithorax that is to be exposed. 
Any lobe or the entire lung can be re- 
moved with facility through the posterior 
exposure. The heavy muscles posteriorly 


and the presence of the scapula produce a 
stable chest wall. 

Although there are many advantages to 
the posterolateral exposure and it gives 
the surgeon excellent visualization, there 
are disadvantages as well. Physiologically 
the patient is at a disadvantage, as the 
unaffected lung is more or less hampered 
in its function by the patient’s lying on 
this side. Furthermore, the heart, the 
mediastinal structures and to a certain 
extent the affected lung tend to compress 
the dependent lung still more. Thus the 
unaffected lung is subjected to pressure 
from the weight of the body on one side 
and the weight of the mediastinal and con- 
tralateral thoracic organs on the other. 
Of the two factors, the compression 
caused by the patient’s being placed on 
the side is probably of greater importance. 
If the unaffected lung is free of disease 
it will tolerate this burden easily enough, 
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but in the presence of reduced pulmonary 
function the added factor assumes much 
greater importance. A recent report of 
Rothstein, Landis and Narodick? is of 
interest. They carried out bronchospiro- 
metric studies on 11 patients with the 
patient supine and then again with the 
patient on one or the other side. Surpris- 
ingly enough, they found that oxygen 
absorption was always greater in the de- 
pendent lung than in the uppermost lung 
when the patient was in the lateral de- 
cubitus position. They also found a con- 
stant increase in total oxygen consump- 
tion in the lateral as compared with the 
supine position. It is difficult to explain 
the increased oxygen absorption and the 
increased respiratory efficiency of the de- 
pendent lung. One suggestion is that the 
pressure in the pulmonary vascular sys- 
tem of the dependent lung is increased 
by gravity, with the opening up of more 
capillary beds, and that in this way a 
greater absorptive surface is presented. 
The explanation of the need of increased 
oxygen as evidenced by increased absorp- 
tion in the lateral position is not yet ap- 
parent. These studies are being pursued 
further, and it is hoped that these investi- 
gators will also study the function of each 
lung separately in the prone position. 

Beecher and Murphy* reported rather 
exhaustive studies of the blood gases and 
pH of the blood before and at varying 
periods after thoracic operations done 
with the patient in the lateral position 
and under nitrous oxide-ether anesthesia. 
They found that, although the technic 
used provides an abundance of oxygen, it 
does not remove sufficient carbon dioxide, 
so that relative acidosis develops. The 
changes begin as soon as the patient is 
placed in the lateral position and before 
the pleura is opened. These changes do 
not take place when the patient is supine. 
Further studies‘ are now being done with 
patients in the prone position. 


One of the more important postopera- 


tive complications is the spilling of secre- 
tions from the diseased to the healthy 
lung. The opportunity provided for this 
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circumstance is greater in the postero- 
lateral position than in any other. The 
risk can be reduced by use of a moderately 
steep Trendelenburg position, but this 
does not afford complete protection by any 
means. If the bronchi are thoroughly 
aspirated at the completion of the opera- 
tion the risk of spread is decreased, and 
it is not often that one sees serious diffi- 
culty on this score in nontuberculous pa- 
tients. Apparently smaller amounts of 
secretion may lead to mischief in tuber- 
culous patients, and every effort must be 
expended to eliminate this unfortunate 
occurrence. 

From the surgeon’s viewpoint there are 
two other disadvantages. One is that 
the lung tends to fall away from the inci- 
sion, especially if the patient has a non- 
rigid mediastinum. Thus the surgeon must 
work at some disadvantage or else exert 
traction on the lung to maintain its posi- 
tion near the incision. The least impor- 
tant drawback is that any blood or fluid 
that collects in the chest during operation 
tends to drain toward the hilum of the 
lung and thus obscures the operative field. 

The Prone Position.—It is readily ap- 
parent that the prone position overcomes 
most of the disadvantages of the other 
positions without adding many difficulties 
of its own. This position is illustrated in 
Figure 1. It will be noted that the arms 
are held by adjustable supports and the 
movements of the chest and abdomen are 
unhampered from a respiratory stand- 
point. The best position for the patient’s 
head in the prone position is with the 
face toward the floor. The head and face 
are maintained in this position by using 
a padded frame. The appliance leaves the 
face exposed, but it is not as accessible 
to the anesthetist as when the patient is 
placed in one of the other positions. In 
some instances the head can be placed on 
the side, which then gives the anesthetist 
better exposure for tracheobronchial aspi- 
ration, but theoretically it is not desirable 
to have the neck rotated for the time 
necessary to complete a long operation. I 
have had the patient’s head thus rotated 
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during a moderate number of operations 
without noting any ill effects, but it seems 
best to avoid any possible difficulties on 
this score. For those who introduce the 
endotracheal tube with the patient under 
general anesthesia there is a further draw- 
back, in that the patient has to be placed 
in position on the table after anesthesia 
has been induced and the endotracheal 
tube placed. This is also the common prac- 
tice when the posterolateral approach is 
used and is not a serious disadvantage in 
either instance. 

To obtain good exposure with the patient 
in the prone position the incision has to 
be extended around anteriorly to at least 
the anterior axillary line and carried up 
posteriorly to include the inferior rhom- 
boid and the lower half of the trapezius 
muscles. Owing to the length of the inci- 
sion, opening and closing take a few min- 
utes longer than with the posterolateral 
approach. For simple right middle lobec- 
tomy the prone position is a little awkward 
compared with the anterior approach, as 
the upper and lower lobes have to be re- 
tracted somewhat to expose the hilum 
of the middle lobe. The operation can be 
done without difficulty with the prone 
position, and I use it routinely for middle 
lobectomy, as it is often impossible to be 
certain preoperatively that only the middle 
lobe will have to be dealt with. Also, in 
my opinion there are advantages to using 
one approach routinely, as it makes for 
greater familiarity and speeds up the 
routine opening and closing because it 
permits better teamwork on the part of 
the operating personnel. 

The advantages of the prone position 
by far outweigh the disadvantages. Phys- 
iologically, it is as good as the anterior 
approach and far superior to the postero- 
lateral. The entire thorax and upper 
abdomen are completely unencumbered, as 
the body is supported by the clavicles, the 
face and the anterior superior spines of 
the pelvis. There is no hindrance to full 
chest expansion (Fig. 2). From the 
surgeon’s standpoint the prone position 
has much to offer. It gives excellent access 
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Fig. 2.—Drawing of undersurface of patient in 
prone position to illustrate freedom of abdomen 


and thorax. Incision can be extended as far 
anteriorly as desired, and there is no encum- 
brance to respiration. 


to the entire posterior thoracic space and 
direct access to the posterior mediastinal 
structures. Practically any procedure on 
the lung or esophagus can be handled with 
this exposure. The bronchus, being pos- 
terior, can be occluded as the first step in 
hilar dissection to minimize the chance of 
bronchogenic spread. This is of utmost im- 
portance to the patient, especially if the 
lesion is tuberculous, as comparatively 
small amounts of material may give rise 
to a contralateral infection. 


Although, with modern anesthetic meas- 
ures, patients tolerate long thoracic oper- 
ations very well while in the lateral de- 
cubitus position, the lung on the unaffected 
side is placed at a decided mechanical dis- 
advantage. The patient is usually placed 
over a pillow, which further limits thoracic 
movements; and besides that, the lung is 
further hampered by the heart, the medi- 
astinal structures and the lung, which 
fall against it. When the patient is prone 
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none of these circumstances prevail. Thus 
good oxygenation can be maintained with- 
out frequent use of positive pressure. It 
has been my practice to use procaine para- 
vertebral block and local infiltration anes- 
thesia as extensively as possible. I have 
found that in the prone position the patient 
can often be carried through the entire 
operation without supplementation of the 
block. An endotracheal tube is always in- 
serted, with cocaine anesthesia, before the 
patient is placed on the operating table, 
and oxygen is given throughout the oper- 
ative procedure by use of the closed-circuit 
anesthesia apparatus. The elimination of 
deep general anesthesia is seemingly an 
added help in the prevention of contra- 
lateral spillage of secretion. I believe that 
the postoperative course is smoother after 
local anesthesia than when a general an- 
esthetic has been administered. Positive 
pressure is needed infrequently by pa- 
tients under procaine anesthesia in the 
prone position, and controlled respiration 
has not been used. 

With the patient on the side the medi- 
astinum tends to fall away from the sur- 
geon. Some degree of traction is often 
necessary to keep the hilum in proper 
position for dissection. Traction on the 
hilum may result in reflex neurologic dis- 
turbances resulting in cardiac irregulari- 
ties or cardiac standstill. I have encoun- 
tered these vagovagal reflexes much less 
frequently since I have used the prone 
position. Some of this decrease may be 
due to the more extensive use of procaine 
anesthesia since the adoption of the prone 
position. 

There are various other minor advan- 
tages. One is the tendency for all liquid 
material to drain away from the hilum 
area and, in fact, out of the chest entirely 
if the incision has been extended well 
anteriorly. This is of distinct help if one 
wishes to adopt the technic of saline irri- 
gation during dissection instead of using 
gauze sponges. In my opinion, irrigation 
with suction is the superior method, espe- 
cially for segmental pulmonary resections. 
The hilar area is directly in front of the 
surgeon with the patient in the prone 
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position, and one does not have to work 
over the ridge formed by the vertebral 
column as in the posterolateral approach. 
Thus it is mechanically easier for the sur- 
geon, and he can also work comfortably 
while seated on a stool, which often aids 
in a painstaking dissection, not to men- 
tion the physical rest afforded by this 
change of position during a long opera- 
tion. 


Besides the Overholt-Comper table,’ 
which was designed for the prone position, 
there are various attachments provided 
for a conventional operating table. Na- 
clerio® has designed one of the more popu- 
lar modifications. Davidson had a simple 
framework built which functions nicely 
and is inexpensive. Hurley’ has used firm 
pillows (8 by 8 by 18 inches) under the 
pelvis and across the manubrium of the 
sternum and clavicles. This is the simplest 
plan yet devised. Any method that allows 
the patient to be supported by the face, 
clavicles and hips while leaving the an- 
terior aspects of the chest and abdomen 
exposed will function adequately. 

Although the prone position is primarily 
intended for pulmonary resections, it is 
likewise advantageous for other intra- 
thoracic operations, such as pulmonary 
decortication, repair of diaphragmatic 
hernia, transthoracic splenectomy and 
esophagectomy with esophagogastrostomy. 
I have found the position especially favor- 
able for esophageal lesions (Fig. 3). With 
the patient in the prone position it is nat- 
ural and easy to make the anastomosis of 
the esophagus to the posterior surface of 
the stomach, rather than to the anterior as 
is the custom with the patient in the lateral 
position. When the anastomosis is pos- 
terior the stomach can then be sutured to 
the prevertebral fascia and pleura so that 
the anastomotic site is in the narrow ver- 
tebral gutter, where it can more readily 
become walled off and the pleural cavity 
further protected should there be any in- 
fection. Mobilization of the stomach is 
facilitated by the prone position, as the 
stomach tends to fall into the chest and 
does not have to be pulled up under trac- 


\ 
t 
a 
t 
c 
h 
e 
fi 
il 
g 
e 
p 
le 
d 
p 
is 
5 
re 
st 
té 
I 
Dp: 
H 
d 
ly 
Si 
ir 
si 
in 
I 
Vi 
be 
di 
ne 
of 
fo 
tie 
pr 
428 


VOL. XVI, NO. 4 


tion; therefore, the anastomosis can be 
accomplished easily. 


COMMENT 


The most important reason for using 
the prone position is the prevention of 
contralateral spread from the diseased 
lung during operation. No method is uni- 
versally successful, but the prone position 
has been found to be a material aid in this 
effort. It is not possible to get comparable 
figures for the different positions, but the 
incidence of contralateral spread has been 
greatly reduced, as reported by many who 
employ the prone position. In my series 
of 72 pulmonary resections during the 
past two years I have had only 1 contra- 
lateral infection. Apparently this one was 
due, in part at least, to an improperly 
placed endotracheal tube through which 
catheter aspiration could not be done sat- 
isfactorily. The lateral position was used 
5 times in this series. In 4 instances the 
resections were performed on children so 
small that they could not be satisfactorily 
stabilized on the prone-position operating 
table. In another instance (the only one 
I have ever encountered or seen reported) 
marked hypertension developed when the 
patient was placed in the prone position. 
He had atelectasis of the entire left lung, 
due to bronchial stenosis, and had a para- 
lyzed diaphragm on that side. I cannot 
say whether or not these factors were 
instrumental in producing the hyperten- 
sion. He withstood a left pneumonectomy 
in the lateral position without difficulty. 
I have not encountered any major vago- 
vagal reflexes in this group of patients and 
believe that their incidence is greatly re- 
duced, as less traction on the hilum is 
necessary when the prone position is used. 


SUMMARY 


1. The advantages and disadvantages 
of the various exposures routinely used 
for intrathoracic operations are presented. 

2. Although there are definite indica- 
tions for the use of each exposure, the 
prone position offers certain advantages 


BETTS: THORACIC OPERATIVE POSITION 


Fig. 3.—Artist’s drawing showing exposure of 

esophagus and diaphragm obtained with patient 

in prone position. Stomach is easily brought up 

into thorax and esophagogastric anastomosis 
made on posterior wall of stomach. 


over any other, especially with regard to 
pulmonary resections: (a) The risk of 
contralateral spill of bronchial secretions 
is greatly reduced; (b) good exposure for 
resecting any segment or all of a lobe or 
lung is obtained, and thus plans can be 
modified after intrathoracic exploration; 
(c) there is less physiologic disturbance 
thoracic due to lessening of the medi- 
astinal shift and mediastinal swing; (d) 
it appears that patients can be carried 
on procaine intercostal block and local in- 
filtration anesthesia with greater ease 
when using the prone position than when 
the posterolateral approach is employed; 
(e) better exposure of the hilum is ob- 
tained, as it does not fall away from the 
surgeon and collections of fluid tend to 
drain away from the hilar area; and (f) 
There are fewer disturbing vagal reflexes, 
as traction on the hilum is not necessary. 
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3. In a consecutive series of 72 pul- 
monary resections, all but 5 of which were 
done with the patient prone, there was 
only 1 instance of contralateral pulmonary 
infection. 

RESUME 


1. On présente les avantages et les dés- 
avantages des différentes voies d’abord en 
chirurgie thoracique routiniére. 

2. Quoique chaque voie ait son indica- 
tion propre, la position en pronation offre 
des avantages sur les sutres. 

a) la risque de’écoulment contralatéral 
des sécrétions bronchiques est diminué. 

b) Jl’exposition pour résection de lobes 
eu poumons entiers est trés bonne et on 
peut modifier ses plans aprés exploration 
entrathoracique. 

c) il y a moins de perturbation de la 
physiologie thoracique a cause du peu de 
déplacement du médiastin. 

d) dans cette position, le bloquage du 
nerf intercostal a la procaine et |’anes- 
thésie locale par infiltration est beaucoup 
plus facile que dans la position postéro- 
latérale. 

e) on voit mieux le hile pulmonaire 
parcequ’il ne retombe pas au fond de la 
cavité ou les liquides collectés sont drainés 
loin la région biliaire. 

f) on ne fait pas de traction sur le hile 
et les réflexes vagotoniques son moins 
prononcés. 

3. Une série de 72 résections pul- 
monaires fut faite la position “prone” 
(sauf 5 cas) Il n’y eut qa’un seul cas d’in- 
fection contralatérale pulmonaire. 


ZUSAM MENFASSUNG 


1. Es werden die Vorteile und Nach- 
teile der verschiedenen bei intrathorakalen 
Operationen gewoehnlich beschrittenen 
Zugangswege dargestellt. 


2. Wenn auch fuer jeden Zugang. 


bestimmte Indikationen vorliegen, so bietet 
doch die Bauchlage, besonders bei Lungen- 
resektionen, gewisse Vorteile gegenueber 
allen anderen Positionen: (a) die Gefahr 
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des Ueberlaufens der Bronchialabsonde- 
rungen in die andere Seite wird erheblich 
herabgesetzt; (b) es wird eine gute fuer 
die Resektion eines einzelnen oder aller 
Lappen einer Lunge geeignete Freilegung 
erreicht, sodass nach Untersuchung der 
Brusthoehle der Operationsplan modifi- 
ziert werden kann; (c) die Stoerung der 
physiologischen Vorgaenge in der Brust- 
hoehle ist gering, weil des Mediastinum 
nur wenig verschoben und gedreht wird; 
(d) Kranke koennen in Bauchlage offen- 
bar leichter unter interkostaler Block-und 
lokaler Infiltrationsanaesthesie gehalten 
werden, als wenn der posterolaterale Zu- 
gangsweg gewaehlt wird; (e) die Lungen- 
wurzel kann besser freigelegt werden, da 
sie nicht vom Chirurgen hinwegfaellt, und 
Fluessigkeitsansammlungen finden ihren 
Abflussweg von der Lungenwurzel hin- 
weg; (f) da kein Zug an der Lungenwur- 
zel ausgeuebt werden muss, treten storen- 
de Vagusreflexe seltener auf. 

3. In einer kontinuierlichen Reihe von 
72 Lungenresektionen, die alle bis auf 
fuenf in Bauchlage ausgefuehrt wurden, 
kam es nur in einem einzigen Fall zu einer 
Infektion der anderen Lunge. 


RESUMEN 


1. Se presentan las ventajas y desven- 
tajas de las diversas exposiciones usadas 
rutinariamente para operaciones intrato- 
racicas. 

2. Aun cuando existen indicaciones de- 
finidas para cada exposicion, la posicién 
prona ofrece ciertas ventajas sobre cual- 
quiera otra, especialmente para _ resec- 
ciones pulmonares: (a) se reduce grande- 
mente el riesgo del derrame contralateral 
de las secreciones bronquiales; (b) se 
obtiene buena posicién para la reseccién 
parcial o total lobar o pulmonar, periti- 
endo en consecuencia modificaciones de 
conducta después de la exploracién intra- 
toracica; (c) menor trastorno fisiolégico 
toracico por menor alteracién y movimi- 
ento mediastinales; (d) parece mas favor- 
able para el uso de bloqueo intercostal 
procainico y anestesia local por infiltracion 
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que la via posterolateral; (e) se obtiene 
mejor exposicién del hilio, facilitando la 
canalizacién de las colescciones liquidas 
fuera del area hiliar; (f) pocos trastornos 
reflejos vagales, dado que la traccion del 
hilio no es necesaria. 

3. En 72 resecciones pulmonares con- 
secutivas, todas efectuadas con excepcién 
de 5 en posicién prona, hubo 1 caso de 
infeccién pulmonar contralateral. 


RIASSUNTO 


1. Vengono elencati i vantaggi e gli 
svantaggi dei vari tipi di posizione chirur- 
gica comunemente usati per gli interventi 
intratoracici. 

2. Per quanto vi siano delle indicazioni 
precise per ciascuno di essi, la posizione 
prona offre tuttavia alcuni vantaggi su 
tutte le altre, soprattutto per la resezione 
polmonare; e precisamente: (a) riduce 
grandemente il rischio dello spandimento 
controlaterale delle secrezioni bronchiali; 
(b) consente una buona esposizione per 
resecare qualunque segmento, o lobo, o per 
asportare tutto il polmone, cosi che é pos- 
sibile modificare il piano di azione una 
volta aperto il torace; (c) arreca il minor 
disturbo alla funzione toracica, diminu- 
endo gli spostamenti e le vibrazioni del 
mediastino; (a) permette di eseguire con 
grande facilita il blocco intercostale pro- 
cainico e le infiltrazioni locali anestetiche, 
molto meglio che nella posizione postero- 
laterale; (e) facilita l’esposizione dell’ilo, 
che non si allontana troppo dal chirurgo, 
mentre i liquidi tendono a scorrer via dalla 
regione ilare; (f) riduce i riflessi vagali 
poiché non sono pili necessarie le trazioni 
sull’ilo. 

3. In una serie di 72 resezioni polmon- 
ari consecutive, eseguite tutte (tranne 5) 
in posizione prona, vi fu un solo caso di 
infezione polmonare controlaterale. 


SUMARIO | 


1. As vantagens e desvantagens das 
varias exposicées rotineiramente usadas 
para operacées intratoracicas sao apresen- 
tadas. 
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2. Ainda que haja definidas indicacdes 
para o uso de cada uma delas, a posicao 
prona oferece certas vantagens sobre 
qualquer outra, especialmente com relacao 
a’s resseccdes pulmonares: (a) o risco de 
derrame contro-lateral de secrecdes bron- 
quicas e’ grandemente reduzido; boa ex- 
posicao para-ressecar qualquer segmento, 
ou todo o lébo ou pulmao é obtida; dessa 
maneira torna-se possivel modificar os 
planos depois da exploracaéo intratoracica ; 
(c) ha menor alteracao da fisiologia tora- 
cica devido 4 menor mobilizacéo do medi- 
astino e deslocamento do mesmo; (d) 
parece que os pacientes podem ser mane- 
jados com maior facilidade com bloqueio 
intercostal procainico e anestesia local 
por infiltracéo quando se usa a posicao 
prona do que quando a via de acésso 
postero-lateral e’ empregada; (e) melhor 
exposicao do hilo e’ obtida; nao fogem as 
estruturas ao cirurgiao e as colecdes de 
fluido tendem a drenar aféra da area 
hilar; e (f) ha menos reflexos vagais 
porque a tracao sobre o hilo nao e’ neces- 
saria. 

3. Em uma consecutiva serie de 72 
reseccd6es pulmonares, todas foram prati- 
cadas com o paciente em posicaéo préna 
excépto cinco e houve somente 1 caso de 
infecéo pulmonar controlateral. 
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Prefrontal Lobotomy for Phantom Limb and 


Phantom Pain 


A. J. BELLER, M.D., F.I.C.S., anp E. PEYSER, M.D. 
JERUSALEM, ISRAEL 


proposed by Egas Moniz for the treat- 

ment of certain psychotic conditions 
and first performed by him in 1935, is no 
longer a procedure limited to psychoses, 
the scope of its indications having been 
enlarged to include other diseases. It is 
especially recommended for the treatment 
of painful conditions in which no other 
kind of treatment has been helpful.! 

The physiologic basis of this kind of 
surgical treatment is that the sensation 
of pain passes from the periphery through 
the spinothalamic tract to the contralat- 
eral posterolateral ventral nucleus of the 
thalamus, which is the site of subcortical 
representation of pain. This center is con- 
nected by fibers with the parietal and 
frontal cortex of the same side. In the 
frontal lobe, pain, having reached the level 
of consciousness, is evaluated as such and 
receives its emotional character. Pre- 
frontal lobotomy, although it removes 
neither the painful stimulus nor the sensa- 
tion of pain, may change the attitude of 
the patient toward the pain which before 
operation was unbearable. 

Much literature has appeared in recent 
years about psychosurgery for intractable 
pain,’° but thus far no complete agreement 
has been reached as to its usefulness, al- 
though most authors concur in the opinion 
that for a period varying from several 
months to a year the patient’s suffering 
is alleviated.2 The pain does not disap- 
pear, but it no longer disturbs him, nor 
does it remain the focus of his attention 
day and night. Lobotomy relieves the 
suffering from pain rather than the pain 


itself. 


P by lobotomy, which was 


kotomy in cases of intractable phantom 


From the Neurosurgical Department of the Rothschild 
Hadassah University Hospital, Jerusalem. 
Submitted for publication Aug. 14, 1951. 


This experience led to the use of leu- | 


pain, but only isolated cases have been 
published.* We therefore wish to com- 
municate our own experience with this 
operation in 4 such cases. 

In about 80 to 90 per cent of amputees 
who have lost arms and legs, phantom 
limbs develop either immediately after 
amputation or after a certain interval. 
This may affect them for a limited period 
or for the rest of their lives. It is not 
known why certain persons suffer from 
this condition and others do not, but the 
psychic attitude of the patient toward the 
fact that he has lost a limb seems to play 
an important réle in the development of 
this new disease, the phantom. The phys- 
iopathologic explanation for the appear- 
ance of a phantom limb assumes that path- 
ologic stimuli in the stump produce a so- 
called spinal engram in the respective seg- 
ments of the spinal cord. This condition, 
at first functional, may become fixed later 
on and even ascend to higher centers 
(thalamus, cortex). The surgical prob- 
lem starts when the phantom limb be- 
comes painful (ca. 60 to 70 per cent). 
Many different procedures—e.g., excision 
of a neuroma, reamputation of the stump, 
sympathectomy, section of the posterior 
spinal roots, chordotomy and even subpial 
resection of portions of the posterior cen- 
tral convolution—have been tried,’ but 
without satisfactory results. These inter- 
ventions were doomed to failure, since it 
is usually not an organic pain, conducted 
through the spinothalamic tract, that 
bothers the patient; rather, his personal- 
ity, his emotional tension and his psychic 
attitude toward his physical incapacity are 
the basis for the development of a painful 
phantom. Thus it can be understood that 
persons who suffered from the limb for a 
long time before amputation, or patients 
with Buerger’s disease, for instance, suffer 
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more readily from phantom pain, since 
there remains the psychic fixation on the 
painful extremity. 

The most satisfactory procedure for 
painful phantom limb appears to be pre- 
frontal lobotomy. In our cases we per- 
formed the operation at first on the side 
contralateral to the missing limb, assum- 
ing that the contralateral frontal cortex 
is the site of emotional evaluation of pain. 
If the patient’s troubles did not disappear 
after he had recovered from the operation, 
or if they eventually reappeared, the inter- 
vention was performed on the homolateral 
hemisphere as well, although in bilateral 
leukotomy we have to take into considera- 
tion personality changes, as well as dis- 
turbances of intellect and memory. Yet 
these untoward effects usually disappear 
after several weeks or months, and they 
seem to be much slighter when bilateral 
lobotomy is not performed in one session 
but with an interval between the two sides. 

A useful objective criterion for the suc- 
cess of the operation is the demand for 


analgesics, narcotics and alkaloids before 
and after the operation. 


REPORT OF CASES 


CASE 1.—The patient, Y. M., was a man 
aged 51, whose left leg had been amputated 
below the knee twenty-six years previously 
owing to a gunshot wound. Fourteen years 
prior to admission burning pain began to 
trouble the patient in the toes of the phantom 
extremity without any determinable reason. 
The pain grew worse, and in the following 
years the patient underwent several surgical 
treatments (including extirpation of a stump 
neuroma, lumbar sympathectomy, freezing of 
the stump, and reamputation above the knee), 
which brought only temporary relief. Even 
electrical-shock treatment did not improve his 
complaints. He described his pain as “dry, 
burning fire’ which oppressed him especially 
at night, and he was therefore given one or 
two injections of pantopon nightly. 

On May 30, 1949, prefrontal lobotomy was 
performed on the right side by the standard 
method of Freeman and Watts.!» For several 
lays after this operation the patient did well, 
biut by the end of the first week both phantom 
aa: and phantom pain reappeared. Some 
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seven weeks later, on July 20, leukotomy was 
carried out on the left side too. Since then it 
appears that the patient has been practically 
free from pain; in any case, he no longer 
complains about it. He does not require alka- 
loids or analgesics and takes only an occa- 
sional tablet for sleep. 

He has returned to his former occupation 
as an accountant in a village. He reported 
that for four or five months after the second 
operation he still made mistakes in calcula- 
tion, but he noticed them and would stop his 
work for a while. Half a year after the sec- 
ond leukotomy he was fit for full-time work 
without any disturbances. 

CASE 2.—The patient, Y. C., was a man 67 
years old. Two and one-half years prior to 
admission to our department his left leg had 
been amputated at the middle of the thigh 
because of arteriosclerotic gangrene, which 
developed after he had cut a corn on a toe. 
Immediately after amputation the phantom 
limb appeared. It grew shorter like a tele- 
scope, and soon afterward the patient began 
complaining of pain accompanied by severe 
paraesthesias (ants creeping in his toes, 
knives cutting his flesh). Neither reamputa- 
tion of the thigh nor high dorsal chordotomy 
relieved him of his pain. Recently convulsions 
of the muscles of the stump had appeared. 

As a diagnostic test the patient was given 
a spirial anesthetic. Although he was anes- 
thetized to all qualities of sensation for well 
over one hour, the stump convulsions subsid- 
ing temporarily, his phantom pain did not 
stop. 

A right-sided prefrontal lobotomy was 
therefore performed on June 9, 1950. For 
several days afterward he felt nothing at all 
of his lost limb. The phantom limb later re- 
appeared, although he no longer complained 
of pain. Only when asked did he tell us that 
he felt some pain, but apparently it did not 
bother him. 

CAsE 3.—D. D., a man 41 years old, had 
been suffering from Buerger’s disease for ten 
years before he was seen at our department. 
He had received the usual treatment, includ- 
ing bilateral lumbar sympathectomy. His left 
leg had recently been amputated below the 
knee because of gangrene. Four days after 
this operation there appeared an unbearable 
phantom pain which did not respond to any 
medication, although the wound healed by first 
intention. The patient described his sensations 
as if electrical currents ran through his leg 
and knives uninterruptedly cut his muscles. 
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The phantom was shorter than the existing 
leg. He cried terribly and could hardly be 
calmed by large doses of several of the alka- 
loids given together. 

On Aug. 28, 1950, a standard prefrontal 
lobotomy was carried out on the right side, 
but the patient’s suffering stopped for three 
days only. On the fourth day pain reappeared, 
though it was not as severe as before. He 
again asked for analgesics, and occasionally 
morphine had to be supplied. Less than three 
months later, on November 20 leukotomy was 
carried out on the other side, since his suffer- 
ing had again grown very much worse. Since 
the second operation he no longer complains 
of pain unless directly asked about it. He has 
become quietly happy and can take part in 
ordinary conversation. He has not yet resumed 
his work as a hairdresser, for technical rea- 
sons. 

CASE 4.—The patient, a man 27 years old, 
lost both legs below ‘the knees in 1943 from 
shrapnel. In 1946 he was operated upon for 
neuroma in the left stump. Although phantom 
limbs appeared soon after the amputations, 
pain did not begin until seven years after the 
injury, at first in the right leg and several 
months later in the left, especially in the toes 
and heels. Operations on the nerve stumps 
and sympathectomies brought no relief. The 
pain grew unbearable, and the patient had to 
give up his work as an upholsterer. 

Since the right leg was the more painful one, 
leukotomy was carried out on Dec. 20, 1950, 
on the left side. Pain disappeared immediately 
afterward, and the patient only occasionally 
asked for an analgesic. Three months after 
the operation he went back to his former work 
and was capable of remarkable physical ef- 
forts, standing or walking for many hours on 
his artificial limbs. 

After a further two months, however, 
phantom pain again troubled him in both non- 
existent legs. He had to discontinue his work 
once again and take analgesics, especially at 
night when he could not sleep because of 
pain. 

On May 30, 1951, the right cerebral hemis- 
phere was leukotomized. Since then he has 
stopped complaining and has resumed his 
work. 

COMMENT 


In the 4 cases presented, all the patients 
suffered from intolerable and intractable 
pain in their phantom limbs. Since all 
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other treatment proved unsuccessful, pre- 
frontal lobotomy was performed on the 
side contralateral to the phantom. In only 
1 case, that of an elderly man, was this 
operation sufficient; in the other 3 cases 
a second leukotomy had to be carried out 
on the other side. We must therefore as- 
sume that the contralateral frontal cortex 
is not alone in representing the highest 
level of pain integration but shares this 
function with the ipsilateral frontal cor- 
tex. There seems to exist a bilateral rep- 
resentation for pain sensation. It appears 
incorrect to suppose that the dominant 
cerebral hemisphere has to be cut for per- 
manent relief of suffering, since in the 3 
cases in which the operation had to be 
performed on both sides it made no differ- 
ence whether the first operation was on the 
dominant side (Case 4) or the nondomi- 
nant side (Cases 1 and 3). We may add 
here that all 4 patients were right-handed. 
It seems to us that in most cases only bi- 
lateral prefrontal lobotomy can bring re- 
lief of phantom pain. 

It should be pointed out that the phe- 
nomenon of convulsions of the stump ob- 
served in Case 2 (so-called stump epilepsy) 
was not affected by the operative proce- 
dure. This phenomenon is rather rare’ and 
has been explained as a consequence of the 
expansion of pathologic stimuli running 
from the nerve ends of the stump to the 
anterior horn cells of the same spinal seg- 
ment. The observation of cessation of 
stump epilepsy during spinal anesthesia 
provides proof of this assumption. 


SUMMARY 


Prefrontal lobotomy has been used as 
psychosurgical treatment in 4 cases of in- 
tractable phantom pain. In only 1 case 
was a unilateral (contralateral) section 
sufficient; in the other 3 cases the opera- 
tion had to be carried out on both sides. 
Although the number of cases is small and 
the period of rye rather short, this 


type of treatment stems to be the most / 


satisfactory procedure available for the 
painful phantom limb. / 
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RESUME 


On a employé la lobotomie pré-frontale 
comme traitement psycho-chirurgical dans 
4 das de douleurs “phantémes” intrait- 
ables. Dans un seul cas la section uni- 
latérale (contralatérale) fut suffisante; 
dans les 3 autres cas on dit faire l’opéra- 
tion bilatérale quoique le nombre de cas 
soit restreint et que le temps d’observa- 
tion soit court. e genre de traitment 
semble le meilleur pour la douleur “phan- 
téme” d’un membre. 


ZUSAM MENFASSUNG 


In vier Faellen von unkontrollierbarem 
Phantomschmerz wurde als psychochirur- 
gische Behandlung eine praefrontale Lobo- 
tomie ausgefuehrt. Nur in einem Falle 
war die einseitige (kontralaterale) Durch- 
schneidung ausreichend; in den drei an- 
deren Faellen musste die Operation auf 
beiden Seiten ausgefuehrt werden. Trotz 
der geringen Anzahl der bisher auf diese 
Weise behandelten Kranken und trotz der 


kurzen Beobachtungszeit scheint doch 
diese Form der Therapie in Faellen von 
schmerzhaften Phantomextremitaeten die 
am meisten zufriedenstellende zu sein. 


RESUMEN 


Se ha usado la lobotomia prefrontal 
como tratamiento psicoquirirgico en 4 
casos de dolor fantasma intratable. Sol- 
amente en 1 caso fué suficiente la seccién 
unilateral (contralateral), en los 3 restan- 
tes fué bilateral. Aun cuando el nimero 
de casos es pequeno y el tiempo de 
observacién mas bien corto, este tipo de 
tratamiento parece ser el procedimiento 
mas satisfactorio para el inquietante 
fantasma doloroso. 


RIASSUNTO 


In 4 casi di dolori incurabili da arto 
fantasma venne praticata una cura psico- 
chirurgica a mezzo di lobotomia pre- 
frontale. In un caso bastd praticare la 
operazione da un solo lato (il controla- 
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terale), negli altri 3 si dovette eseguirla 
da ambedue i lati. Per quanto il numero 
dei pazienti cosi curati sia piccolo e 
piuttosto breve il tempo di osservazione 
trascorso, sembra che i risultati ottenuti 
consentano gia di dire che tale metodo 
rappresenti la cura migliore dei dolori da 
arto fantasma. 
SUMARIO 


A lobétomia pre-frontal foi usada como 
tratamento psico-cirurgico em 4 casos 
de dér fantasma intratavel. Em somente 
um caso uma trepanacao unilateral (con- 
trolateral) foi suficiente; nos outros 3 
casos a operacao teve que ser praticada em 
ambos os lados. Ainda que o numero de 
casos assim tratado seja pequeno e o 
tempo de observacaéo sobremaneira curto, 
este tipo de tratamento parece ser 0 mais 
satisfat6ério para a dor fantasma dos 
membros. 
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Surgical Repair of Subcutaneous Tissue Defects 
MORTON I. BERSON, M.D. 


NEW YORK 


due to total or subtotal loss of sub- 
cutaneous tissue of the face, neck and 
breasts is essential chiefly for cosmetic 
reasons, since function is rarely impaired. 

There are many factors that create a 
great demand for the correction of these 
depressed deformities. Lipodystrophy 
usually involves the subcutaneous fat of 
the face and neck. The condition is most 
frequently bilateral and rarely affects 
other parts of the body. In the pro- 
gressive stage there may be complete loss 
of the subcutaneous fat. This atrophy 
brings the facial bones into undue prom- 
inence and forms hollows in the face and 
cheeks (Fig. 1). 

Hemiatrophy of the face can be placed 
in two categories.!. The first is the non- 
progressive or congenital type, which is 
characterized by hypoplasia resulting in 
retardation of growth of the affected side; 
the second is the progressive variety, 
which begins early in life. The atrophy 
may involve both sides of the face. This 
type of deformity covers an area over the 
branches of the trigeminal nerve. The 
cause may be infection or trauma in the 
region of distribution of the fifth nerve. 
Skin, subcutaneous fat and connective tis- 
sue are usually affected; muscle and bone 
are frequently involved. The slowly pro- 
gressive atrophy of the fat and muscles 
results in a shrunken, hollow appearance 
of the affected side of the face. The skin 
and muscles become firmly attached to the 
bony structure, but normal function is not 
impaired. There are usually an associated 


[ete correction of contoural defects 


fibrosis of arterioles and capillaries and. 


disintegration of sweat glands and atrophy 
of hair follicles, all of which gives rise to 
scleroderma and alopecia. The condition 
is self-limited (Fig. 2). 


Similar atrophic changes of the face 
may be due to the aging of facial tissues.” 
In this sagging process the subcutaneous 
fat of the upper part of the face disap- 
pears. The fat tissue drops to the lower 
part of the jaw and neck. The muscle 
tissue undergoes fibrosis and attaches it- 
self to the bony structure, producing hol- 
lows in the cheeks. This fibrosis causes 
cheek folds to hang down. The accumu- 
lated skin and fat gravitate to the chin and 
neck producing overhanging folds (Fig. 
3). 

Subcutaneous tissue defects are also 
caused by trauma, burns, abcesses or sur- 
gical excision of large cysts or tumors of 
the face, neck and breasts (Figs. 4, 5,-6 
and 7). 

In certain social, theatrical and business 
endeavors a normal appearance is essen- 
tial. Those handicapped by these deformi- 
ties are psychically affected. Inferiority 
complexes, with a high degree of self- 
consciousness and embarrassment, usually 
accompany these manifestations. 

In correcting such deformities various 
materials have been used for filling in.* 
Alloplastic materials, such as_ paraffin, 
vitallium, tantalum gauze, latex, poly- 
ethylene and (more recently) a soft elastic 
sponge known as vinyl-acetate, all give 
temporary contoural corrections. Polyiso- 
buteline is also used as a substitute for 
autogenous tissue, since it is soft and re- 
silient and will hold the desired shape. 
After due time, however, all alloplastic 
materials prove unsuccessful because of 
varying degrees of tissue intolerance. 

Experimental cases have proved that in 
human isogenous fat grafts the fat com- 
pletely disappears in transplantation. The 
connective tissue replacing the isogenous 
fat graft becomes so reduced in volume 
that it can in no way act as filling-in sub- 
stance. Human autogenous fat grafts are 
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Fig. 1.—Bilateral lipodystrophy of face. A, marked atrophy of subcutaneous fat and muscles over 


malar, maxillary, buccal and mandibular regions. 
C, incisons made around ear and skin completely undermined subcutaneously beyond de- 
D, section of derma-fat-fascia, derived from the abdominal wall, properly shaped 


tion. 
pressed area. 


B, appearance two years after graft implanta- 


and held by anchor sutures, inserted into prepared pocket. 


frequently used and survive transplanta- 
tion as fatty tissue, but there is an aver- 
age loss of 50 per cent by weight and 
volume within a year after transplanta- 
tion.* 

Autogenous derma-fat-fascia grafts are 
best used, since they survive transplanta- 
tion with a minimum loss of tissue and 
within a short time become part of the 
host tissue.5 The graft, being covered by 
a layer of derma on one side and having 
fascia as its base, attaches itself firmly 


to the recipient area. This kind of graft 
is readily invaded by capillaries; this re- 
sults in an increase in the vitality of the 
graft which renders it more resistant to 
infection and furthers the tendency to re- 
generation. Further advantages of this 
graft are that it is more easily handled, 
gives better contour and produces a firmer 
filling-in substance with normal resiliency. 

Before reconstruction is undertaken, the 
defective area must be free from infection 
and completely healed. The recipient and 


2 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Fig. 2.—Bilateral hemiatrophy of face. 
region and cheeks down to mandible. 


producing marked shrunken hollows over both cheeks and causing skeleton-like appearance. 
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A, total loss of subcutaneous fat and muscles under malar 


Skin and muscles became firmly attached to bony — 


appearance one year after an operation similar to that illustrated in C and D, Fig. 1. 


donor areas are aseptically prepared and 
draped. A general anesthetic is prefer- 
able. A pattern is made over the defect 
area to determine the amount of graft 
necessary to build the contour of the miss- 
ing part. The amount of the transplant 
should be slightly larger than the amount 
actually required, to allow for absorption. 
The necessary thickness of the derma-fat- 
fascia transplant needed to fill in the de- 
formity must be definitely determined be- 


fore the donor area is chosen. The best 
sites are the abdominal and gluteal regions. 

The pocket of the implant is made over 
the existing scar if one is present from a 
previous operation; if not, the incision is 
made in an inconspicuous area. In facial 
corrections the incision is best made as > 
follows: Beginning at 1 cm. above the ear, 
the incision is followed anteriorly to the 
crease of the ear, posteriorly to the tragus. 
downward to the lobe and posteriorly to 


Fig. 3 (opposite).—Marked sagging of subcutaneous fat and skin of face and neck. A, relaxed skin 
and fat of face has gravitated to chin and neck, producing jowls and overhanging folds simulating 
double chins. B, appearance after operation. Extensive undermining of skin and anchorage of subcuta- 


neous tissues will prolong effect for many years. 


C, incisions made around the ear; skin completely 


undermined. Fixation anchor sutures (No. 0 chromic) inserted into the fat and fascia; one at 

nasal-labial area, one at angle of mouth and two at chin and neck. Sutures drawn upward and 

attached to temporal muscles in front of ear and behind it. Relaxed fat and fascia elevated to their 

original position, thus eliminating sagging chin and neck line and filling in hollows of cheeks. 

Skin then drawn upward and posteriorly and excess tissue excised. Skin margins sutured around 
ear, obviating visible scarring. 
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Fig. 4.—Deformity due to trauma. A, depressed scar with loss of subcutaneous tissue. B, scar 


Adjacent and circum- 
jacent fat and muscles brought over and utilized for filling in. Tension eliminated by use of deep 
catgut sutures. Margins of skin advanced and approximated to form relaxed skin surface and 
then closed with numerous fine silk sutures. 


excised and margins of skin widely undermined to relax all contractures. 


Fig. 5.—Subtotal loss of breast due to abscess. A, deformed breast with adherent scar and loss of 
one-third of its mass, causing asymmetry of the breast. B, appearance of corrected defect one 
year after implantation of derma-fat-fascia graft. 
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Fig. 6.—Complete loss of breast. A, deformity resulting from removal of fibroma. B, appearance 


of breast two years after operation. 
in pocket made through existing scar. 
fat-fascia transplant anchored in position. 


C, defect corrected by derma-fat-fascia transplant inserted 
D, sagittal section of reconstructed breast, showing derma- 
1, anchor suture; 2, pectoralis major muscle; 3, fascia; 


4, derma; 5, skin; 6, derma-fat-fascia transplant; 7, adipose tissue; 8, anchor suture. 


the tragus, downward to the lobe and pos- 
teriorly to the crease at the junction of 
the ear and neck two-thirds to the top of 
the appendage. Through this incision the 
skin is widely undermined to and beyond 
the margin of the defective area. 

In breast corrections the incision is 
made over the existing scar or in the in- 
framammary fold. The skin, with the 


nipple attached, is extensively undermined 
to form a pocket large enough to receive 
the graft without tension. Hemorrhage 
must be controlled, since the formation of 
a hematoma will cause loss of the graft. 
Hemostasis is best effected by pressure 
with hot wet packs. These packs are left 
in situ while the graft is removed from the 
donor area. Thrombin may be sprayed 
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Fig. 7.—Complete loss of breast and nipple. A, disfigurement resulting from removal of benign 


tumor. 


B, breast rebuilt by derma-fat-fascia transplant and construction of pseudo-areola and 


nipple. 


into the pocket to aid in the control of 
capillary oozing. To lessen the operative 
time, an assistant can prepare the recipi- 
ent area while the graft is being removed. 

The graft must be removed with the 


derma and fascia intact. The pattern of 
the approximate amount of graft is 
marked over the donor area. The section 
of derma to be left intact is outlined with 
dye. The epithelium is removed from the 
outlined section, the dermatome being ad- 
vantageously used. To avoid the forma- 
tion of tiny cysts from sweat glands, seba- 
ceous glands and hair follicles in the der- 
mis after transplantation, the entire epi- 
dermis must be completely removed from 
the graft. In using the dermatome, the ce- 
ment should be applied to the drum over a 
space similar in extent to the outlined sec- 
tion of epithelium to be excised. Oblique 
incisions are then made along the outer 
margins of the derma, deep through the 
base of the fat, to and including the fascia. 
The section of the fat covered by derma 
and attached to the underlying fascia is 


gently cleared for the requisite distance 
by blunt dissection. The appropriately 
sized derma-fat-fascia graft is stripped 
from the underlying muscles in one part, 
since several sections in toto tend to 
greater absorption than does a single one. 
Hemorrhage in the donor area is con- 
trolled, and the margins of the surround- 
ing fat are undermined and approximated 
by catgut sutures to obliterate dead spaces 
created by removal of the graft. The skin 
margins are approximated with interrupt- 
ed silk sutures, and a pressure dressing is 
applied. 

The gauze packs are removed from the 
previously prepared pocket, which must 
be thoroughly dry. The graft, held with 
several anchor sutures, is introduced into 
the cavity with as little handling as possi- 
ble and is placed with the dermal aspect 
directly under the skin flap and the fascia 
at the base. The anchor sutures are made 
to emerge through the skin at the distal 
ends of the pocket. The graft is shaped 
to the desired rotundity and anchored to 
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the fascia and muscles at the base of the 
pocket. With the graft in place, the skin 
margins are closed with fine interrupted 
silk sutures. No drains are required. 

Sea-sponges or mechanic’s waste should 
be placed over the graft, and the dressing 
immobilized with equal pressure. The pa- 
tient is advised to keep the part as nearly 
immobile as possible for a week, at the end 
of which time the skin sutures are re- 
moved. 

SUMMARY 


In surgical correction of disfigurements 
due to subcutaneous tissue losses, derma- 
fat-fascia transplants have proved experi- 
mentally and clinically to be the best 
material. 

When the deformity is due to sagging 
of the subcutaneous tissue, facial palsy 
or facial asymmetry caused by trauma, 
elevation of the relaxed tissues to the nor- 
mal position will correct these defects. 


RESUME 


La correction chirurgicale des dif- 
formités dues a la perte du tissu sous 
cutané se fait par greffe dont le meilleur 
matérial est le dermetissu adipeux- fascia. 

Quand la difformité est die a l’afaisse- 
ment du tissu sous cutané a la paralysie 
faciale ou l’asymétrie faciale causée par 
un traumatisme |’élévation des tissus re- 
laches 4 leur position normale corrigera 
ces défauts. .. . 


ZUSAM MENFASSUNG 


Zur chirurgischen Korrektur entstel- 
lender subkutaner Weichteildefekte haben 
sich Transplantate aus Haut, Fett und 
Faszie experimentell und klinisch als das 
beste Material erweisen. 

Wenn die Entstellung durch Einsinken 
des Unterhautzellgewebes, durch Fazialis- 
laehmung odor durch traumatische Asym- 
metrie des Gesichts hervorgerufen ist. 
koennen die Defekte durch Hebung des 
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erschlafften Gewebes in die normale Lage 
ausgeglichen werden. 


RESUMEN 


Los transplantes dermo-grasa-aponeu- 
rosis han probado ser, experimental y 
clinicamente, el mejor material para la 
correccién quirtrgica del desfiguramiento 
debido a pérdidas del tejido celular sub- 
cutaneo. 

Cuando la deformidad se debe al tejido 
celular subcuténeo abolsado, pardalisis 
facial o asimetria facial traumatica, se 
corregiran dichos defectos elevando los 
tejidos relajados a la posicién normal. 


RIASSUNTO 


Nelle operazioni di plastica per deturpa- 
mento da perdita di sottocutaneo, i lembi 
costituiti da derma, grasso e fascia si sono 
clinicamente e sperimentalmente dimo- 
strati i migliori. 

Quando poi la deformita sia dovuta a 
rilassamento del sottocutaneo, a paralisi 
del facciale o ad asimmetria della faccia 
da trauma, si potranno correggere tali 
difetti riportando i tessuti rilasciati nella 
posizione normale. 


SUMARIO 


Os transplantes de derma-adiposidade- 
fascia tem sido aprovados experimental- 
mente e clinicamente como o melhor ma- 
terial para correcao cirurgica de disfigura- 
cdes produzidas por perdas de tecido sub- 
cutaneo. 

Quando a deformidade é devida 4 queda 
de tecido subcutanéo, paralisia facial ou 
asymetria facial causada por trauma a 
elevacéo dos tecidos frouxos a posicéo 
normal corrigira esses defeitos. 
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Management of the Retained Placenta 


ROBERT F. MONROE, M.D., ann DAVID E. BOOKER, M.D. 


LOUISVILLE, KENTUCKY 


accidents of pregnancy have been 

sharply reduced during the past 
twenty years is a well-known fact. This 
trend downward has been identified with 
the elevation of courses in obstetrics to a 
major level in medical schools. The em- 
phasis that has been centered on ante- 
partum care has contributed primarily to 
reduction of the incidence of toxemia of 
pregnancy and its resulting fatalities, and 
to a considerable degree to the reduction 
of intrapartum infection and postpartum 
sepsis. 

With the advent of chemotherapy and 
antibiotics, the rate of sepsis took a spec- 
tacular drop. Maternal death from 
hemorrhage, however, continues to take a 
high toll of lives and to keep the overall 
maternal mortality rate high. One of the 
major causes of the continued high death 
rate from hemorrhage is the element of 
surprise. The hemorrhage may be sud- 
den, spectacular, and difficult to combat 
unless proper facilities are available for 
its immediate treatment. Most essential 
is a team of assistants to facilitate control 
of hemorrhage, treatment of shock and 
replacement of blood loss. The hemor- 
rhage may be insidious during the imme- 
diate postpartum period as a result of 
atony of the uterine musculature, a ten- 
dency to bleeding, or incomplete evacua- 
tion of the uterus. The blood loss may be 
underestimated, or the uterus may fill with 
a large amount of blood, allowing the pa- 
tient to slip into irreversible shock before 
the surgeon is aware of the severity of the 
condition. 

From 1937 to 1945 the percentage de- 
cline in maternal deaths from septicemia 
was 30.7. The percentage decline from 
toxemia as a cause of maternal deaths was 
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35.5, while the percentage decline in ma- 
ternal deaths from puerperal hemorrhage 
was only 13. Thus it becomes apparent 
that if we are to lower maternal mortality 
rates further we must direct our greatest 
efforts toward prevention of deaths from 
blood loss. Since the third stage of labor 
covers the greatest danger period, con- 
stant study is necessary to improve its 
management. 

In a review of maternal deaths due to 
hemorrhage in Philadelphia over a ten- 
year period, Beecham stated that “one of 
the glaring omissions in the management 
of the cases was good prenatal care.” The 
amount of blood loss is academic; the im- 
portant thing to keep in mind is the 
amount of blood the individual patient 
can afford to lose. This does not mean 
that one should try an endurance test, 
because the ability of the patient to with- 
stand hemorrhage is difficult to determine. 
However, good antepartum care does give 
one the opportunity to correct possible pre- 
disposing factors to hemorrhage and en- 
able one to anticipate hemorrhage and be 
prepared for its control and treatment. In 
Beecham’s series of deaths from post- 
partum hemorrhage, 7 per cent of retained 
placentas were not delivered, and in 12 
cases the placenta was left in while the 
patient bled to death. 

This presentation is a study of the prob- 
lems presented by, and the management 
of, the third stage of labor. This is not 
a plea for early manual removal of the 
placenta, nor do we advocate inactive 
management of the third stage of labor. 
We present our data factually, emphasize 
the varied problems connected with the 
retained placenta, and in our small number 
of cases attempt correlation of the patho- 
logic picture with the obstetrical back- 
ground and the present antepartum 
course. 
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Material and Clinical Classification.— 
We have reviewed the medical records of 
patients who were delivered at or near 
term in the obstetrical service of the 
Louisville General Hospital for a five-year 
period, 1945 through 1949. From this 
group of 9,446 deliveries we have selected 
patients who presented third-stage prob- 
lems concerned with incomplete separation 
of the placenta. 

This group of 34 patients has been clas- 
sified into four groups on the basis of the 
existent condition. 

Group 1: Retained placenta. In this 
group the placenta did not separate, and 
there was no hemorrhage. The duration 
of the third stage was dependent solely 
upon the waiting period before manual 
removal was effected. 

Group 2: Retained placenta (partial 
separation) with obvious excessive bleed- 
ing. 

Group 3: Recognized incomplete third 
stage, in which the placenta was delivered 
but inspection revealed that it was not 
complete. In some cases, excessive bleed- 
ing after expulsion of the placenta was the 
index to the diagnosis of retained placental 
fragments. In either case, additional in- 
vasion of the uterine cavity was carried 
out in order to complete the third stage. 

Group 4: Cases in which the operating 
surgeon was under the erroneous impres- 
sion that a complete uncomplicated third 
stage of labor had been effected. The pa- 
tients were discharged without complica- 
tion during their postpartum hospital 
stay, but were readmitted later because of 
excessive vaginal bleeding. Further study 
revealed that the third stage of labor had 
not been complete. 

Analysis of Data.—Table 1 shows the 
proportionate trend downward in the in- 
cidence of the three major causes of ma- 
ternal mortality and the combination of 


TABLE 1.—Maternal Mortality Per 10,000 
Live Births 
Per Cent Decline 
1930-19387 1937-1945 


56.8 30.7 
Puerperal hemorrhage ...... 41.7 13.0 
All other causes............ 64.7 22.3 
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all other causes. The decline of 56.8 per 
cent in septicemia from 1930 to 1937 re- 
flects the results of better training of 
obstetricians. It also covers a period when 
blood transfusions became more popular 
in the treatment of sepsis. This period, 
it is to be noted, was before the era of the 
miracle drugs. The decline of 30.7 per 
cent in the incidence of sepsis between 
1937 and 1945 can be attributed to fur- 
ther improved operative technic, trans- 
fusions and chemotherapy. 

The decline of 58.5 per cent in toxemia 
from 1930 to 1937 again reflects the results 
of better obstetrical training. This trend 
downward in the ensuing years is due to 
the more widely distributed trained ob- 
stetricians and to increased emphasis on 
antepartum care. 

The 41.7 per cent decline in deaths from 
puerperal hemorrhage between 1930 and 
1937 follows the general improvement 
noted immediately after the course in ob- 
stetrics was elevated to its rightful place 
in all medical schools. This is likewise the 
period following the establishment of the 
Specialty Board and the popularization of 
blood transfusion. A very low decline 
(18 per cent) between 1937 and 1945 is 
indicative of the need for more stress on 
antepartum care in preparing the patient 
to withstand hemorrhage and to eliminate 
factors predisposing to it. Preparedness, 
particularly for immediate replacement of 
blood and for teamwork in the delivery 
room and the postpartum observation 
ward, is the goal toward which an all-out 
effort should be made. The large decline 
in the death rate from all other causes 
from 1930 to 1937 (64.7 per cent) again 
reflects better training of obstetricians. 
The moderately low decline of 22.3 per 
cent between 1937 and 1945 is due for 
some consideration, because in this group 
fall such medical complications as heart 
disease, diabetes, thrombophlebitis, etc. 
Closer cooperation with the allied special- 
ties would increase the percentage decline. 

Table 2 covers a five year period, from 
1944 to 1949, during which 9,446 patients 
were delivered in the obstetrical service 
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TABLE 2.—Complications of Placental Separation 
at Louisville General Hospital 
from 1945 through 1949 


Total deliveries 


Total cases of this type 


TABLE 3.—Complications of Placental Separation 
1945 to 1949—34 Cases 


Retained placenta (complete) — No _ excessive 
bleeding 

Retained placenta (partial separation) —Exces- 
sive bleeding 

Recognized incomplete third stage—May or may 
not occur 

Unrecognized incomplete third stage—Delayed 
bleeding 


of the Louisville General Hospital, Uni- 
versity of Louisville School of Medicine. 
This table indicates that there were 34 
cases which offered an unusual pathologic 
problem for the obstetrician in the third 
stage of labor. The incidence was 1 to 
277 deliveries, or 0.36 per cent. These 34 
cases represent pathologic conditions of 
the third stage recognized while the pa- 
tient was in the hospital, immediately 
after delivery or shortly thereafter, and 
conditions observed in patients who re- 
turned to the hospital after delivery owing 
to delayed complications resulting from 
the third stage of labor. 

Table 3 indicates the classification of 
these 34 cases. In the first group there 
was complete retention of the placenta. 
There was no hemorrhage, but after de- 
livery of the baby the placenta did not 
separate from the uterine wall as in a 
normal third stage. In this group the 
duration of the third stage was dependent 
upon the time lapse before the obstetrician 
removed the placenta manually. 

The second group represents retention 
of the placenta with obvious partial sep- 
aration. This separation was obvious be- 
cause of the excessive amount of bleeding. 
In these cases, of course, the third stage 
of labor was short, since the judgment of 
the obstetrician was to interrupt the third 
stage when there was any indication of 
excessive bleeding. 

The third group represents the recog- 
nized incomplete third stage with or with- 
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out bleeding. Upon inspection, the pla- 
centa was found to be incomplete. Also 
included in this group are cases in which 
the third stage was completed but the 
patient continued to bleed. It was ob- 
vious from the excessive bleeding that the 
uterine cavity must be explored for frag- 
ments of retained placental tissue. In 
this group the time ranged from two min- 
utes to seven hours; however, the patients 
were under constant observation during 
this period. 

The fourth group contains examples of 
what we call the unrecognized incomplete 
third stage. The cases had certain fac- 
tors in common. It was felt that the 
third stage of labor was uncomplicated; 
inspection of the placenta revealed no 
missing fragments so far as could be de- 
termined, and the patients exhibited no 
excessive bleeding. All patients had an 
uncomplicated postpartum course in the 
hospital and were discharged after a few 
days. From three days to several weeks 
post partum it was necessary to readmit 
them because of excessive uterine bleed- 
ing. 

Of the 34 cases under discussion, manual 
removal of the placenta was used 24 times 
in order to complete the third stage. Table 
4 shows a breakdown of these 24 cases in 
terms of age, race and parity. As shown 
in the table, 5 patients were Negro primi- 
parae and 5 were white, averaging 23 
years of age with an age range of 18 to 27 
years. This table indicates that the major- 
ity were multiparae, and the ratio was 15 


TABLE 4.—Manual Removal of Placenta 
(24 Cases) 
No. of 
Patients Cases 
Primiparae, Negro 5 
Primiparae, white 5 
Multiparae, Negro 4 
Multiparae, white 10 


Age Average 
Range A 
18-27 

21-27 

19-36 

22-38 


TABLE 5.—Obstetrical Background 


Retained Placenta Hemorrhage 
(12 cases) (5 cases) 
Early abortion—1 Early abortion—1 
Late abortion—1 Recognized incomplete 
stag 
Early abortions—1-2 
Preeclamptic course—1 


Manual removal—2 
Version—1 
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TABLE 6.—Manual Removal of Placenta 


(24 Cases) 

Complications in Present Pregnancy 
Antepartum death of fetus ................. 2 
Prolonged rupture of membranes............ 4 


TABLE 7.—Manual Removal of Placenta—24 Cases 
No. of Average Duration 


Indication Cases of Third Stage 
Retained complete .... 12 1 hr. 40 min. (2-50) 
Hemorrhage ......... 5 18 min. (45) 
Recognized incomplete, 2 min. to 7 hrs. 

1 Immediate 
Repair of cervix...... 1 Immediate 


white to 9 Negro. Our total number of de- 
liveries of Negro patients exceeds that of 
white patients. 

Of the 24 patients in whose cases man- 
ual removal was necessary because of re- 
tained placenta, hemorrhage or a recog- 
nized incomplete third stage of labor, a 
certain number had obstetrical back- 
grounds that may have been responsible 
(Table 5). As is shown in the tabulation 
of the 12 cases of retained placenta, there 
had been 1 early abortion, 2 previous man- 
ual removals, and 1 instance of version on 
previous occasions. Of the 5 patients from 
whom the placenta was removed manually 
because of hemorrhage, 1 had had an early 
abortion before. Of the third group, 1 
had had two early abortions and 1 a pre- 
vious preeclamptic course. This does not 
mean that these factors were directly re- 
sponsible for the immediate pathologic 
conditions observed by us, but they may 
be mentioned as possible predisposing fac- 
tors in complications of the third stage of 
labor. The incidence of abortion and man- 
ual removal in these 12 cases was above 
the average. 
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Table 6 indicates the number of times — 


that certain complications occurred in 
these 24 cases of manual removal. This 


table does not mean that 21 different pa- 
tients exhibited the pathologic condition 
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designated, but that the pathologic con- 
dition occurred in the antepartum and 
labor history of these patients. There 
were 5 breech presentations, an incidence 
well above that usually recorded. 

Table 7 gives a breakdown of indica- 
tions for manual removal of the placenta. 
It shows the number of cases for each 
indication and the average duration of the 
third stage of labor. In the group of re- 
tained complete placenta, the average 
duration of the third stage was one hour 
and forty minutes. The longest duration 
of this stage was two hours and fifty min- 
utes. In these cases, when the placenta 
was completely retained and there was no 
bleeding, the time limit alone was the in- 
dication for manual separation. 

Table 8 shows the types of delivery, 
number of days in the hospital, and mor- 
bidity rate in the series. There were 3 
precipitate deliveries, none of which were 
morbid. The average hospital stay was 
six days. There were 7 normal sterile 
spontaneous deliveries, with an average 
of five and six-tenths hospital days and 
no morbidity. There were 4 cases without 
morbidity in which delivery was done by 
low forceps extraction. The average num- 
ber of days in the hospital was five and 
a half. Rotation was done in 4 cases, in 
none of which was morbidity observed. 
There was an average hospital stay of 
three and a half days. There were 5 cases 
of breech extraction, with 20 per cent 
morbidity and an average stay of six 
days in the hospital. There was 1 destruc- 
tive operation associated with morbidity ; 


TABLE 8.—Manual Removal of Placenta 
(24 Cases) 


Hosp. 
No. of Days, Morbidity, 
Delivery cases average % 
4 3.5 0 
Breech extraction... 5 6 20 
Destructive ........ 1 23 100 


cluded) 
Morbidity rate (destructive operation 
excluded 
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TABLE 9.—Manual Removal of Placenta 
(24 Cases) 
Six weeks examination 
Subsequent obstetrical history 
Normal term delivery........... 
Retained placenta .............. 


No. of Cases 


TABLE 10.—Unrecognized Incomplete Third Stage 
(10 Cases) 
Summary of Data 
Patients with antepartum course, labor, 
delivery and third stage uncomplicated.10 
Patients discharged 3 to 8 days post 
Patients readmitted for vaginal bleeding 
£2 Gays post partum... 10 


Treatment 
Dilatation and curettage ............ 6 cases 
Tissue removed from cervix.......... 4 cases 


Pathologic Report 
Retained placental tissue 


TABLE Incomplete Third Stage 
10 


‘ases 
Pathologic Obstetrical Background (5 Cases) 


No. of Pathologic Condition and Time 
Pregnancies ince Occurrence 
Early abortion 1 year 
Early abortion and D&C; 7 years 
Two early abortions; 5 & 7 years 
Manual removal of placenta and 
D&C; 3 years 
Premature delivery with difficult 
placental separation, 1% years 


no 


the patient remained in the hospital 
twenty-three days. This was a case of 
prolonged labor with Duhrssen’s incision 
and midforceps delivery. With this case 
excluded, the hospital stay was five and 
three-tenths days and the morbidity rate 4 
per cent. (Our average period of hos- 
pitalization for all patients admitted to 
the obstetrical service is three and six- 
tenths days.) There was no mortality. 
As is evident from Table 9, a follow-up 
examination at six weeks showed that 
there were 2 patients with marked pelvic 
tenderness. There were 2 with retrover- 
sion of the uterus; pelvic examination 
otherwise gave normal results. The sub- 
sequent obstetrical history of these pa- 
tients revealed normal term deliveries in 
5 cases. Of the 5 patients, 1 had had a 
retained placenta which necessitated man- 
ual removal. Two had had early abortions. 


449 


MONROE AND BOOKER: RETAINED PLACENTA 


This follow-up may be incomplete, because 
some patients may have been delivered 
elsewhere. 

Table 10 represents the unrecognized 
incomplete third stage, of which there 
were 10 cases. The table gives a short 
summary of the course, the management 
and the common factors in these cases. 
All of the patients had a normal antepar- 
tum course, uncomplicated labor, a nor- 
mal delivery and what was believed at 
the time to be an uncomplicated third 
stage of labor. The longest stay in the 
hospital was eight days post partum. This 
postpartum course was likewise uncom- 
plicated during hospitalization. All of 
these patients were readmitted three to 
forty-two days post partum because of ex- 
cessive vaginal bleeding. On their second 
admission, as treatment for excessive 
bleeding, 6 underwent dilatation and cu- 
rettage; 4 were examined by sterile va- 
ginal examination and tissue was removed 
from the cervical canal by the use of 
sponge forceps. The pathologic report on 


‘placental tissue confirmed the suspicion 


of retained secundines after what was 
thought to be a normal complete stage of 
labor. 

Of the 10 patients with an unrecog- 
nized incomplete third stage of labor, 50 
per cent had pathologic obstetrical back- 
grounds. A bipara had had a previous 
early abortion one year prior to the cur- 
rent delivery. A woman who had had 
nine pregnancies and had borne nine chil- 
dren had had an early abortion and a 
dilatation and curettage seven years pre- 
viously. In this last pregnancy the pla- 
centa may have been attached near the 
site of attachment of the placenta in the 
early abortion, at a point where trauma 
had resulted from the dilatation and curet- 
tage. A quadripara had had two early 
abortions, respectively five and seven 
years earlier. A bipara had had a manual 
removal and a dilatation and curettage 
three years previously. Another bipara 
had a history of premature delivery with 
difficult placental separation (‘“afterbirth 
was cut out under anesthesia”) one and 
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one-half years prior to the current de- 
livery. 

Table 12 presents a group of 10 cases 
of unrecognized incomplete third stage. 
The age range was 19 to 35 years. Eight 
patients were white and only 2 were 
Negro. As is shown by this table, the 
labors were not excessively long and were 
all considered normal. Under “type of 
delivery” it is shown that the majority 
had normal sterile spontaneous deliveries. 
In the Louisville General Hospital we 
routinely deliver multiparas, when re- 
laxation of the perineum permits, by 
means of normal sterile spontaneous de- 
livery. Our primiparas are delivered 
routinely by episiotomy and forceps. In 
all of these 10 cases delivery was uncom- 
plicated. This table also indicates the 
very short duration of the third stage of 
labor, the maximum being fifteen min- 
utes. The postpartum course of these pa- 
tients was considered normal in every 
respect. There is no reason to believe 
that the placenta was not inspected ac- 
cording to our routine. There apparently 
was no evidence that the third stage was 
not complete in every respect, but in spite 
of their apparently normal course these 
patients were readmitted for further in- 
vestigation because of excessive postpar- 
tum bleeding. Further investigation of 
each by sterile vaginal examination and 
by dilatation and curettement revealed 
that the third stage of labor was not com- 
plete and that the subsequent bleeding 
was due to retained fragments in these 
cases of placenta. 


‘ TABLE 12.—Unrecognized Incomplete Third Stage 


(10 Cases) 
Duration of 
Type of Third Stage, 


Age Race Hr. Min. ‘Delivery _.. Min. 
29 W 3 15 N.S.S. 4 
35 C 5 30 N.S. 15 
30 C 5 20 N.S.S. 2 
24 W 16 45 N.S.S. 4 
28 W- 6 52 L. F. 2 
19 W 4 0 N.S.S. 2 
24 W 18 15 N.S.S. 6 
29 W 2 55 B. Ex. 1 
25 W 16 7 B. Ex. 4 
16 W 18 50 L. F. 4 
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SUMMARY 


1. The records of 9,446 patients who 
delivered in the Louisville General Hos- 
pital during the five-year period from 
1945 through 1949 are reviewed. 

2. There were 34 cases of retained pla- 
centa, an incidence of 1,277, or 36 per 
cent. 

3. These 34 cases were classified clin- 
ically into four groups: (a) retained pla- 
centa without hemorrhage; (b) retained 
placenta (partial) with hemorrhage; (c) 
recognized incomplete third stage (re- 
tained cotyledon, etc.), and (d) unrecog- 
nized incomplete third stage (10 cases). 

4. The morbidity rate was 4 per cent 
(excluding 1 destructive case). 

5. In 6 of the 24 cases of manual re- 
moval antibiotics were required. Of the 
6 patients, 2 were ill during their hospital 
course. Two patients were febrile before 
manual removal but were not febrile after 
the procedure. 

6. There was 1 case of severe shock. 
The estimated blood loss in this case was 
1,500 cc. 

7. Ten patients with unrecognized in- 
complete third stage of labor were read- 
mitted to the hospital within three to 
forty-two days post partum, owing to ex- 
cessive blood loss. None of them were in 
shock. 

8. The mortality rate was zero. 


CONCLUSIONS 


1. Careful observation and treatment 
during the antepartum course, with defi- 
nite measures to combat anemia, toxemia 
and other maladies, will better enable the 
patient to withstand complications of the 
third stage of labor. 

2. Early manual removal of the pla- 
centa is essential when there is excessive 
bleeding after completion of the second 
stage without complete spontaneous sepa- 
ration of the placenta. 

3. Manual removal of the placenta is a 
relatively safe procedure if manipulation 
is done while the patient is in good con- 
dition. The procedure should always be 
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carried out with strict aseptic technic, 
and one should not rely on antibiotic 
agents alone as a prophylaxis against in- 
fection. 

4. Blood loss should be replaced 
promptly and amply, the amount admin- 
istered being determined by study of the 
individual patient’s need. 

5. Careful management of the third 
stage of labor, which includes meticulous 
examination of the placenta and evalua- 
tion of blood loss after its expulsion, 
should minimize the number of cases of 
unrecognized incomplete delivery of the 
placenta. 

ZUSAM MENFASSUNG 


1. Die Krankengeschichten von 9446 
Patientinnen, die in einem Zeitraum von 
fuenf Jahren (1945-1949) im Louisville 
General Hospital entbunden wurden, wer- 
den untersucht. 

2. Es kamen 34 Faelle von zurueckge- 
haltener Plazenta zur Beobachtung, was 
einer Haeufigekeit von 1: 277 oder 3.6% 
entspricht. 

3. Diese 34 Faelle wurden klinisch in 4 
Gruppen eingeteilt: (a) zurueckgehaltene 
Plazenta ohne Blutung; (b) (partiell) 
zurueckgehaltene Plazenta mit Blutung; 
(c) erkanntes unvollstaendiges drittes 
Stadium (zurueckgehaltenes Kotyledon, 
etc.), und (d) unerkanntes unvollstaen- 
diges drittes Stadium (zehn Faelle). 


4. Die Morbiditaetsrate betrug (aus- 
schliesslich eines destruktiven Falles) 4%. 


5. In sechs von den 24 Faellen, bei 
denen eine manuelle Ausraeumung vorge- 
nommen wurde, waren Antibiotika erfor- 
derlich. Von diesen 6 Frauen waren zwei 
waehrend ihres Krankenhausaufenthaltes 
leidend. 

Zwei hatten Temperaturerhoehungen 
vor der manuellen Ausraeumung, waren 
aber nach dem Eingriff fieberfrei. 

6. Ein Fall von schwerem Schock wur- 
de beobachtet; bei dieser Kranken wurde 
der Blutverlust auf 1500 ccm geschaetzt. 

7. Zehn Patientinnen mit unerkanntem 
unvollstaendigem drittem Stadium wurden 
innerhalb von drei bis zweiundvierzig 


451 


MONROE AND BOOKER: RETAINED PLACENTA 


Tagen nach der Entbindung wegen ueber- 
maessigen Blutverlusts wieder ins Kran- 
kenhaus aufgenommen. Keine von ihnen 
befand sich im Schock. 


8. Die Sterblichkeitsquota war Null. 


RESUME 


1. Il s’agit d’un relevé des fiches de 
9,446 patientssayant accouché 4a 
général de Louiseville durant la période de 
cing ans s’étendant entre 1945 et 1949. 

2. Il y eut 34 cas de rétention placen- 
taire; une incidence de 1:227 ou 3.6 pour 
1000. 

3. Les 34 cas ont été classifiés clinique- 
ment en 4 groupes: 

a) rétention placentaire sans hémor- 
ragie 

b) rétention placentaire partielle avec 
hémorragie 

c) troisiéme stage incomplet reconnu 
(rétention due cotylédon, ete. .. .) 

d) troisiéme stage incomplet non 
reconnu (10 cas) 

4. Le taux de morbidité fut de 4% (en 
excluant 1 cas destructeur). 

5. Dans 6 des 24 cas ot on dit faire une 
extraction manuelle, il fallut donner des 
antibiotiques. Sur les 6 deux furent mala- 
des pendant leur séjour a l’hopital. Deus 
patientes firent de la température avant 
l’extraction manuelle pour retomber a la 
normale ensuite. 

6. Il y eut un cas de shock sévére. On 
estima qeu la patiente avait perdu 1500 cc 
de sang. 

7. 10 patientes chez qui le troisiéme 
stage du ravail ne fut pas reconnu furent 
réadmises entre les troisiéme et 42 iéme 
jours post-partum, 4 cause de perte san- 
guine excessive. Elles ne firent pas de 
schock. 

8. Le taux de mortalité: 0%. 


RESUMEN 


1. Se revisan las historias clinicas de 
9,446 mujeres que dieron a luz en el Hos- 
pital General de Louisville durante el 
quinquenio de 1945 a 1949. 
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2. Hubo 34 casos de retencién placen- 
taria, una incidencia de 1:277 0 3.6%. 

3. Estos 34 casos se clasificaron clinica- 
mente en cuatro grupos: (a) retencién 
placentaria sin hemorragia; (b) reten- 
cién placentaria (parcial) con hemorr- 
agia; (c) tercer periodo reconocido in- 
completo (retencién de cotiledon, etc.) ; 
(d) tercer periodo no reconocido in com- 
pleto (10 casos). 

4. Indice de morbilidad del 4%, ex- 
cluyendo 1 caso destructivo. 

5. Se requirieron antibidticos en 6 de 
los 24 casos de evacuacién manual. De 
las 6 pacientes 2 enfermaron durante su 
permanencia en el hospital. Hubo fiebre 
en 2 pacientes antes de la evacuacién 
manual con apirexia después de la misma. 


6. Hubo 1 caso de choque grave. En 
este caso se estimé una pérdida sanguinea 
de 1,500 cc. 

7. 10 pacientes en tercer periodo de 
trabajo no reconocido incompleto rein- 
gresaron al hospital de 3 a 42 dias del 
parto, debido a pérdida sanguinea ex- 
cesiva. Ninguna tuvo choque. 


8. El indice de mortalidad fué 0. 


RIASSUNTO 


1. Sono stati controllati i dati relativi 
a 9446 partorienti ricoverate al Louisville 
General Hospital in 5 anni fra il 1945 e 
il 1949. 

2. Vi furono 34 casi di ritenzione di 
placenta, con una frequenza di un caso 
su 277 (cioé 3,6%). 

3. Tali casi vennero classificati clinic- 
amente in 4 gruppi: (a) placenta ritenuta 
senza emorragia; (b) placenta ritenuta 
(parziale) con emorragia; (c) stadio in- 
completo riconosciuto (per ritenzione di 
cotiledoni etc.), e (d) stadio incompleto 
non riconosciuto (10 casi). 

4. La morbilita media fu del 4%. 

5. In 6 casi su 24 di estrazione manuale 


furono necessari gli antibiotici. Di queste © 


6 pazienti 2 furono gravi durante la 
degenza ospedaliera. Due done ebbero 
febbre prima dell’estrazione manuale ma 
non dopo. 
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6. Vi fu un caso di shock grave. In 
questo caso la perdita di sangue fu valu- 
tata a 1500 cc. 

7. 10 pazienti con stadio incompleto 
non riconosciuto furono riammesse in 
ospedale da 3 a 42 giorni dopo il parto, 
per perdite ematiche notevoli. Nessuna di 
esse era in shock. 


8. Mortalita zero. 


SUMARIO 


1. S&o revistas as observacdes de 9,446 
pacientes que deram a luz no Louisville 
General Hospital durante o periodo de 
1945 4 1949. 

2. Houve 34 casos de retengao de 
placenta; uma incidencia de 1:277, ou 3.6 
por cento. 

38. Esses 34 casos foram classificados 
clinicamente em 4 grupos: (a) placenta 
retida sem hemorragia; (b) placenta 
retida, parcialmente, com hemorragia; (c) 
terceiro gradu incompléto identificado 
(cotiledonio retido, etc.) e (d) terceiro 
gradu imcompléto nao identificado (10 
casos). 

4. A taxa de morbilidade foi de 4 por 
cento (excluin do-se um caso destrutivo). 

5. Em 6 dos 24 casos de remocao 
manual os antibioticos foram necessarios. 
Das 6 pacientes, 2 tornaram-se enférmas 
durante sua permanencia no _ hospital. 
Duas pacientes estavam com fébre antes 
da remocaéo manual, mas tornaram-se 
apiréticas depois da mesma. 

6. Houve um caso de choque grave. A 
perda sanguinea neste caso foi de 1,500 
cc. aproximadamente. 

7. Dez pacientes em terceiro grau de 
trabalho de parto incompléto nao recon- 
hecido foram readmitidas ao_ hospital 
dentro de 3 a 42 dias de post-partum, 
devido 4 excessiva perda de sangue. Nen- 
huma delas estava em choque. 

8. A taxa de mortalidade foi zero. 
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Multiple Primary Malignant Lesions 


of the Colon 
Report of a Case 


ALBERT BEHREND, M.D., F.A.CS., F.I.C.S.* anp 
HYMEN D. STEIN, M.D.** 


PHILADELPHIA 


the problem of multiple primary 
malignant lesions in 1869. He noted 
that multiple tumors could occur either 
simultaneously or at different times. He 
also postulated three criteria to identify 
multiple malignant growths as independ- 
ent lesions: 1. The two growths must show 
distinct histologic differences, so as to ex- 
clude the possibility that they are of the 
same origin. 2. Each lesion must spring 
from its own epithelium. 3. Each must 
be held responsible for its own group of 
metastatic growths. 
Since that time, many articles have been 


B tte. pron first called attention to 


written on this subject. Christian Fenger,* 
in 1888, reported a case of double car- 


cinoma of the colon. Major,* in 1918, 
reviewed the literature on all multiple ma- 
lignant tumors from 1899 to 1918. Dow- 
den,* in 1917, reported the case of a pa- 
tient with four malignant lesions of the 
colon, all within six years. In 1932, War- 
ren and Gates* surveyed the literature and 
collected 1,257 cases of multiple malignant 
lesions. They expressed the opinion that 
the criteria of Billroth were too strict to 
establish the diagnosis of primary multiple 
malignant disease. From their series of 
1,078 autopsies, they recorded an _ inci- 
dence of 3.7 per cent multiple malignant 
tumors. They also noted that the colon 
was the most common site of double pri- 
mary carcinoma, there being 55 cases. In 
1947, Guthrie® reported 2 cases of mul- 
tiple primary malignant lesions of the 


colon. In 1949 he reported an additional © 


case. 


*Attending Surgeon, Jewish Hospital, Philadelphia. 
**Assistant Surgeon, Jewish Hospital, Philadelphia. 
Submitted for publication, 1951. 


M. T., aged 56, was admitted to the Jewish 
Hospital on Oct. 8, 1948, with a fracture of 
the left tibia, the result of being struck by 
an automobile. At the time of admission it 
was noted that, in addition to the fracture, 
there was a functioning colostomy in the left 
upper quadrant of the abdomen. Rectal exami- 
nation was impossible because of a painful 
spastic anal sphincter. On October 18, with 
spinal anesthesia, the fracture was reduced 
and a cast applied. At this time, while the 
spinal anesthesia was still in effect, a rectal 
examination revealed a polyp of the rectum, 
approximately 6 cm. above the anal sphincter. 
This tumor was removed the following week 
by means of the electrocautery and its base 
fulgurated. The pathologic report was ‘‘adeno- 
carcinoma in rectal polyp”. The patient was 
discharged on November 5. Before discharge, 
careful evaluation of the history revealed that 
the patient had undergone several surgical 
procedures on the intestinal tract, and re- 
quests for further information were sent to 
the various hospitals to which he had been 
admitted previously. 

Past Medical History.—The patient was 
first admitted to the Lankenau Hospital on 
May 22, 1934, with complaints of attacks of 
indigestion over a period of one year. Three 
months prior to admission, he noted colicky 
pain in the lower part of the abdomen. On 
several occasions he had had episodes of 
diarrhea, occasionally with watery stools. At 
no time had he passed any blood. An appen- 
dectomy was performed, and the pathologic 
diagnosis was chronic appendicitis. He had a 
normal postoperative course and was dis- 
charged on June 1. 

On May 7, 1935, he was readmitted to the 
Lankenau Hospital, complaining that for the 
two months prior to admission he had noted 
sharp pains in the lower part of the abdomen, 
which were relieved when he had a _ bowel 
movement. These movements were occasionally 
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Fig. 1—A, functioning colostomy a lesion of rectum. B, carcinoma of distal end of transverse colon. 


associated with the passage of blood. On 
physical examination at that time, a mass 
was palpated in the left lower abdominal 
quadrant. Roentgen examination on May 7 
showed a persistent irregularity, with some 
spasticity involving the distal third of the 
transverse colon. The impression was that 
of inflammatory diverticulosis, although the 
possibility of malignant change could not be 
ruled out. He was discharged on May 9. 

His third admission was on May 12. At 
that time he was operated upon, and a large 
mass was observed at the distal end of the 
transverse colon. A Mikulicz type of resec- 
tion was done, as well as a cecostomy. The 
pathologic diagnosis was carcinoma, grade 
III. No metastasis was noted in the lymph 
nodes removed. On June 17 a second stage 
Mikulicz operation was done, and on July 31 
the cecostomy tube was removed. The pa- 
tient was discharged on July 31. A roentgen- 
ogram taken on July 30 was reported as show- 
ing that the distal third of the transverse 
colon was somewhat irregular and the lumen 
narrowed, but no obstruction could be noted. 

The patient’s fourth admission was on 
December 10. At that time he complained that 
for a week prior to admission he had noticed 
a “lump” in his abdominal scar. A barium 
study was done, and a growth was noted in 
the descending colon. At operation, a mass 
involving the middle portion of the descend- 
ing colon was resected and an end-to-end 
anastomosis was done. A cecostomy was done 
at the same time. The pathologic report on 


the removed specimen described it as an intra- 
mural lesion, grade III adenocarcinoma, with 
numerous intralymphatic metastases. 

The fifth admission of this patient to the 
Lankenau Hospital was on June 5, 1939. At 
that time he stated that in July 1938 he 
had felt a small lump in his left lower ab- 
dominal quadrant. This had become tender, 
and a little later he noted some constipation. 
At operation, a mass involving the descend- 
ing colon was found. The transverse and 
descending colon were removed by means of 
a Mikulicz type of procedure, and a colostomy 
was performed. The pathologic diagnosis on 
the mass in the descending colon was recur- 
rent carcinoma. No metastatic nodes were 
observed in the removed specimen. He was 
discharged, and instructed to return for 
closure of the colostomy. 

This patient was then admitted to the Jef- 
ferson Hospital on Sept. 27, 1945, complain- 
ing of bleeding from the colostomy. Digital 
examination of the colostomy revealed a firm 
lesion in the proximal loop of the exteriorized 
bowel. On October 3 the involved portion of 
bowel was resected. The pathologic report of 
the specimen was as follows: “Section con- 
sists of tissue from the transverse colon; in 
the deeper layers, there is carcinoma.” The 
patient was discharged on November 9. 

On Feb. 24, 1949, the patient was admitted 
to the Jewish Hospital for study of his colos- 
tomy. At that time a barium enema revealed 
the following picture: The cecum, which could 
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not be filled by the water-barium mixture be- 
cause of regurgitation (retrograde) through 
the colostomy opening, prevented satisfac- 
tory conclusions. The patient was advised 
to have either a barium enema or a barium 
study by mouth. After that, a sigmoido- 
scopic examination failed to show recurrence 
of a polyp. A roentgenogram was made on 
March 22 and revealed the following data: 
The colonic barium enema study showed the 
distal half of the colon. There was evidence 
of marked colonic atrophy, with reduction in 
caliber. The proximal half of the colon was 
inadequately visualized. The conclusion was 
made that atrophy and constriction of the 
distal hemicolon were present and that there 
was inadequate visualization of the proximal 
’ hemicolon. On March 14, with the region 
under spinal anesthesia, a left rectus incision 
was made, the previously performed colostomy 
being excised. When the peritoneal cavity 
was opened it was discovered that the pa- 
tient had a loop colostomy. The liver was free 
of metastasis. The cecum and the remaining 
ascending, transverse and descending colon, 
to the point of the previous colostomy, were 
removed. The ileum was then brought down 
and anastomized, end to side, to the descend- 
ing colon. The postoperative course was en- 
tirely satisfactory, and the patient was dis- 
charged on March 27. The pathologic report 
on the specimen removed at operation de- 
scribed it as a section of the colon 22 cm. in 
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Fig. 2.—A, carcinoma of descending colon. B, recurrent carcinoma of descending colon. 
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length, with some attached mesentery and 
omentum. The central portion of the speci- 
men presented a fungating tumor mass meas- 
uring 5 by 5 by 5 cm. The tumor extended 
through the peritoneal coats to the bowel. 
Microscopic study revealed intestinal mucosa 
merging into adenocarcinomatous growth. 
Several lymph nodes were under this growth. 

The patient was referred to the hospital on 
April 21, 1949, by Drs. J. J. Cohen and L. 
Weiss, and the diagnosis of Brill’s disease 
was confirmed by positive agglutinations. He 
improved on aureomycin therapy and was dis- 
charged on April 30. 

On July 22, 1950, the patient returned for 
study. Examination of the colon by means 
of a barium enema demonstrated that the 
sigmoid was distended to normal caliber and 
configuration. A well functioning ileosigmoid- 
ostomy was demonstrated, and the barium 
entered the small bowel without interruption. 
The ileosigmoidostomy was noted to be nor- 
mally movable; after evacuation the mucosal 
pattern was well visualized, and this was seen 
to be intact. There was, therefore, no roent- 
gen evidence of recurrence of malignant 
change. A double contrast examination was 
performed, and this offered no additional 
information. 

On October 7 another roentgen examination 
was done, which disclosed the barium passing 
readily through the site of the ileosigmoid- 
ostomy. No abnormality was noted about the 
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Fig. 3.—A, carcinoma of cecum. 


site of anastomosis, and there was no change 
to suggest the presence of any intrinsic dis- 
ease. The large bowel proximal to the point 
of anastomosis was not visualized. Several 
loops of ileum were visualized, and these ap- 
peared normal. 

On November 15 the patient was referred 
to the Jewish Hospital, service of Drs. J. J. 
Cohen and L. Weiss, complaining of some 
pain in the lower part of the abdomen, oc- 
casional vomiting and difficulty in moving 
the bowels for ten days prior to admission. 
He had lost no weight and felt completely 
well except for the aforementioned com- 
plaints. Roentgen examination at this time 
revealed the signs of definite organic obstruc- 
tion of the small bowel, and operation was 
advised but refused. The patient was treated 
for approximately ten days with parenteral 
fluids, antibiotics and the Miller-Abbott tube. 
The white blood cell count was constantly be- 
tween 18,000 and 22,000 per cubic millimeter, 
with no improvement noticed, and consent for 
operation was voluntarily given. At operation, 
distention of the small bowel was noted, and 
firm, dense adhesions were observed between 
several loops of jejunum and ileum and the 
scars of previous operations. Many adhesions 
were freed. Further exploration revealed 
stenosis at the site of the previous ileo- 
colostomy. A tube ileostomy was then made 
just proximal to this point, and the abdomen 
was closed. During the operation, no sign of 
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B, carcinoma of transverse colon. 


recurrence of any lesion in the large or the 
small bowel could be noted. In addition, the 
liver was free from any metastatic nodules. 
The postoperative course was stormy, pre- 
senting problems of fluid and chemical bal- 
ance. On the third postoperative day the pa- 
tient became jaundiced, and at the same time 
it was noted that his urinary output was 
totally inadequate. It was believed that his 
jaundiced condition might represent severe 
hepatitis. The leukocyte count was 37,000 per 
cubic millimeter of blood, with 69 per cent 
polymorphonuclear cells. The possibility of 
transfusion reaction was also considered. The 
urinary output decreased progressively, and 
it appeared that we were dealing with a 
case of lower nephron nephrosis. The patient 
died on the ninth postoperative day. 
Autopsy Report.—Gross examination of the 
cadaver revealed a fair general condition and 
moderate dehydration. The complexion was 
mildly icteric. There was massive hemor- 
rhage into the peritoneal cavity, and a local 
hemorrhage clot was observed retroperiton- 
eally in the region of the pancreas. The large 
bowel was absent. There was a surgical ileo- 
sigmoidostomy, which was intact. Intestinal 
adhesions were distributed universally, with 
two sites of partial obstruction; in the mid- 
jejunum and the upper part of the ileum. An 
intact, patent ileostomy was present supra- 
pubically. Microscopic examination revealed 
emphysema and congestion in the lungs, con- 
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Fig. 4.—Recurrent malignant growth in vicinity 
of pancreas. 


gestion in the spleen and liver, benign pros- 
tatic hypertrophy, severe tubular damage in 
the kidneys, adrenal lipoid depletion, and, at 
the site of ileostomy, injured fatty tissue in 
the process of healing, and normal bowel. In 
the immediate vicinity of the pancreas there 
was a local area of recurrent malignant dis- 
ease (adenocarcinoma. ) 


COMMENT 


This case is most interesting, since the 
patient obviously had multiple primary 
lesions in the large bowel as well as epi- 
sodes of recurrence. That the lesions in 
the rectum, the transverse colon, the de- 
scending colon and the cecum were pri- 
mary is clear, since they occurred in 
different portions of the intestinal tract 
during different time intervals. It is im- 
portant to mention that the only polyp 
reported was in the rectum; therefore, 
this case was not a case of polyposis. In 
addition, from the history, we must con- 
clude that the patient also had episodes 
of recurrence in the lesions of the trans- 


verse colon as well as in those of the de-- 


scending colon. Certainly these must have 
been slow-growing, since at no time in any 
of the procedures were we able to show 
any lymphatic involvement. Whether the 
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postmortem observation of adenocarci- 
noma around the pancreas indicated a re- 
currence in the pre-aortic nodes is difficult 
to say. 

This case also illustrates the fact that 
adenocarcinoma involving the intestinal 
tract may occasionally be extremely slow 
in growth. It is interesting also because 
of the episode of Brill’s disease, which was 
diagnosed and confirmed by laboratory 
tests. Again, it illustrates the fact that 
the possibility of multiple primary malig- 
nant lesions in the same patient should 
always be considered. 

Finally, we do not wish to foster the 
impression that, because a patient has had 
one primary malignant lesion and begins 
to show signs of a second, he is in a hope- 
less state. Modern surgical treatment can 
be of definite value to some of these pa- 
tients. As the life span of our patients 
increases, we are sure that more and more 
patients will show second and third lesions, 
as did the patient in this case. 


SUMMARY 


The case is reported of a man who had 
multiple carcinomas in the large bowel, 
a patient whose course has been traced for 
approximately seventeen years. The au- 
thors suggest that more careful records be 
kept of all cases, especially those on pa- 
tients with malignant lesions, with par- 
ticular emphasis on the pathologic re- 
ports.* 

ZUSAM MENFASSUNG 


Es wird ueber den Fall eines Mannes 
mit multiplen Karzinomen im Dickdarm 
berichtet. Der Krankheitsverlauf ist 
ueber etwa 17 Jahre verfolgt worden. Die 
Verfasser regen an, in allen Faellen, be- 
sonders aber bei Patienten mit boesartigen 
Erkrankungen, sorgfaeltigere Krankenge- 
schichten mit ausdruecklicher Berueck- 
sichtigung der pathologischen Berichte zu 
fuehren. 


. hon wish to express their sincere appreciation 
Drs. ry Brody, Pathologist, and Theodore Krause, 
Resident Jewish Hospital, Philadelphia, Pa. 
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RESUME 


On rapporte ici le cas d’un patient qui 
avait un cancer multiple du colon et dont 
on a suivi l’évolution pendant a peu prés 
dixsept ans. Les auteurs font la suggestion 
suivante: une tenue plus attentive en 
filiére de tous les cas: spécialement les cas 
de tumeurs malignes en appuyant sur le 
rapport pathologique. 


RIASSUNTO 


Viene riferito il caso di un paziente 
riconosciuto affetto da carcinomi multipli 
del grosso intestino e successivamente 
seguito per circa 17 anni. L’A. raccomanda 
di raccogliere con la maggior precisione 
possibile i dati di ogni osservazione 
clinica, specie quando si tratti di pazienti 
affetti da neoplasie maligne, con partico- 
lare riguardo ai reperti anatomo-pato- 
logici. 

RESUMEN 


Se comunica el caso de un paciente que 
tuvo multiples carcinomas del colon y 
cuya evolucién fué seguida por 17 anos 
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aproximadamente. Se sugiere que deben 
conservarse registros mas cuidadosos de 
todos los casos, especialmente de aquellos 
que ocurren en pacientes cancerosos, 
haciéndose hincapié particularmente sobre 
los informes patologicos. 


SUMARIO 


E’ relatado o caso de um homem que 
tem multiplos carcinomas no _ intestino 
delgado, paciente esse que tem _ sido 
observado por aproximadamente 17 anos. 
Os aut6res sugérem que observacées mais 
cuidadoésas séjam feitas de todos os casos, 
especialmente daqueles com malignidades, 
realeando particularmente o  relatério 
anatomo-patolégico. 
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To Our Contributors Abroad 


We regret to announce that under current publishing conditions it has become 
impossible for the Journal to arrange the translation into English of original articles 
submitted in other languages. With the single exception of articles written specifi- 
cally for the Seccion en Espanol, which, of course, do not require translation, we 
must therefore request that all articles henceforward be submitted in the English 
language. Prompt publication can be greatly facilitated if all manuscripts are 
typed in double or triple space to allow room for editorial corrections. Your coop- 
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Genital Fistulas 
A Review of Sixty-Nine Cases 


H. M. LAZARUS, M.D., F.I.C.S. 
VELLORE, SOUTH INDIA 


fistulas occurring as a result of diffi- 

cult labor must have existed from 
times immemorial, but up to the sixteenth 
century their treatment was unknown. 
Professor Derry of the Faculty of Med- 
icine, Cairo, described in 1935 a large 
vesicovaginal fistula in the mummy of a 
dancing girl of the Court of Mantuhotep, 
who reigned about 2,050 B.C. Examina- 
tion of the pelvis showed marked narrow- 
ing of the transverse diameter, and Derry 
concluded that the fistula was caused by 
damage during parturition. 

Naguib Pacha Mahfouz states: “The 
first mention of a fistula in literature is 
found in a passage in Al-Kanoun by Ibn 
Sina, the distinguished Perso-Arabian 
physician, known to the Europeans under 
the name of Avicenna. This great observer 
not only mentions the occurrence of uri- 
nary fistulae in women but also states that 
they may occur as a sequel to difficult 
labour. He further tells us that the condi- 
tion is incurable and remains so till 
death.” 

Ambroise Paré in 1570 was the first 
to recommend a method for the treatment 
of this condition. Up to the beginning of 
the nineteenth century, surgeons occasion- 
ally operated on vesicovaginal fistulas 
with success. Roonhuysé of Amsterdam 
in 1663 operated on a patient by a method 
devised by him. Johannes Fatio, surgeon- 
obstetrician of Basle, Switzerland, per- 
formed two successful operations by the 
Roonhuysé method in 1675 and 1684. 

For over a century and a half the oper- 
ation devised by Roonhuysé was neither 


[sta can be no doubt that genital 


practised nor developed by surgeons of 


that period, and up to the beginning of 
the nineteenth century the literature on 
Presented at a meeting of the Indian Chapter, International 


College of Surgeons, Bombay, September 1950. 
Submitted for publication Oct. 14, 1950. 


this subject was limited. But with the 
dawn of the nineteenth century there be- 
gan a determined effort to cure this ac- 
cident, which is so aptly described by 
D. Hayes Agnew as “liable to occur in 
the female—and that, too, in the exercise 
of the highest function of her nature— 
which dooms her to isolation and seclu- 
sion, renders her presence intolerable to 
friends, and compels her to exist in an 
atmosphere repugnant in the highest to 
her own sense.” 

A concerted effort in different countries 
during the first half of the nineteenth 
century failed to evolve a successful and 
effective method. Johann Dieffenbach in 
1845, in despair, wrote the following re- 
marks: “I have filled entire wards with 
these wretched women gathered from all 
countries; I have exhausted every meas- 
ure, and I have been able to cure but a 
few of them.” 

In Europe, eminent surgeons of dif- 
ferent countries evolved and adopted 
methods of their own. In France, A. J. 
Jobert de Lamballe in 1852 published a 
book of 400 pages on this subject, but in 
the same year James Marion Sims pub- 
lished his contributions and the work of 
Lamballe went out of date. 

In Germany, Wutzer of Bonn (1789- 
1863), Johann Friedrich Dieffenbach of 
Konigsberg (1792-1847), Gustav Simon of 
Darmstadt (1824-1876), and Johann Van 
Metzler of Prague were among the im- 
portant surgeons who attempted the cure 
of vesicovaginal fistula. 

Gustav Simon was a brilliant German 
surgeon and professor at Heidelberg. He 
worked independently in Europe and de- 
vised a method similar in many ways to 
that of Marion Sims. In 1854 he pub- 
lished a monograph on the treatment of 


vesicovaginal fistula, describing his tech- 


nic. He denuded the fistulous opening of 
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all scar tissue, including the vesical 
mucous membrane. The fistula was closed 
by a double row of sutures. The first row 
approximated the edges with fine silk, and 
a second set of sutures was placed at a 
distance from the edges to relieve tension 
on the first row. The fistula was exposed 
by traction on the cervix and by lateral 
vaginal retractors. He did not use a re- 
tention catheter, and he kept the patients 
in bed for only one day after the oper- 
ation. 

In England, in 1834, Montague Gossett 
published an article in the Lancet in 
which he reported success in a case of 
vesicovaginal fistula operated on by him 
by a method similar to that of Marion 
Sims. This important contribution passed 
unnoticed and unappreciated by the med- 
ical profession. Gossett’s technic must be 
recorded as one of the most important 
contributions in the present-day treatment 
of vesicovaginal fistula. He described it as 
follows: “Having placed the patient rest- 
ing on her knees and elbows, upon a firm 
table of convenient height, covered with a 
folded blanket, the external parts were 
separated as much as possible by a couple 
of assistants, so as to bring the fistula 
which was immediately above the neck 
of the bladder, into view, I seized with a 
hook the upper parts of the thickened 
edge of the bladder, which surrounded 
the opening, and proceeded with a spear- 
shaped knife to remove an elliptical por- 
tion, which included the whole of the 
callous lip surrounding the fistula, the 
long axis of the ellipsis being transverse- 
ly. This was readily effected; but, in con- 
sequence of the very contracted state of 
the parts, the next steps of the opera- 
tion were with difficulty executed; and 
I should not have succeeded in passing 
the sutures, had I not used needles very 
much curved, and a needle holder which 
I could disengage at pleasure, the needle 
being withdrawn with a pair of dissecting 
forceps after the holder was removed. In 
this way, three sutures were passed; and 
afterwards, by twisting the wires, the in- 
cised edges were brought into contact, 
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and retained in complete apposition until 
they had firmly reunited. One of the 
sutures was removed at the end of the 
ninth day, the second at the end of the 
twelfth day, and the third was allowed 
to remain until three weeks had elapsed. 
After the operation, the patient was put 
to bed and desired to lie on her face, an 
elastic gum catheter having a bladder 
secured to its extremity for the reception 
of the urine, having been introduced and 
retained by means of tapes. . . . The ad- 
vantages of the gilt wire sutures are 
these: it excites but little irritation, and 
does not appear to induce ulceration with 
the same rapidity as silk or any other 
material with which I am acquainted; 
indeed, it produces scarcely any such ef- 
fect, except when the parts brought to- 
gether are much stretched.” 

James Marion Sims did not have any 
real interest in the medical profession 
until 1845 and on more than one occasion 
sought to give up the practice of medicine, 
but was destined to have his name identi- 
fied for all time with gynecology. A series 
of circumstances occurred between 1845 
and 1849 which crowned his perseverance 
with success in spite of failures and dis- 
appointments. In July 1845 he saw a 
Negress, a slave, suffering from vesico- 
vaginal fistula, and in two months’ time 
a second and similar case, and in both 
instances he advised the owners of these 
women that cure was impossible. A third 
patient was sent to him soon after, and 
he decided to send her back, but as she 
had come from a distance he was obliged 
to keep her for the night. Early next 
morning he was called to see a woman 
who had been thrown from a horse and 
was suffering from severe rectal and ves- 
ical tenesmus. Sims put his patient in the 
knee-chest position and did a vaginal 
examination. As air rushed into the 
vagina, the vaginal walls were ballooned. 
“It was as if I had put my two fingers 
into a hat, and worked them around, with- 
out touching the substance of it.’”’ He im- 
mediately realized that, examined in like 
manner, a vesicovaginal fistula could be 
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seen with its relation to the surrounding 
structures. He hurried home and reexam- 
ined the patient who was about to be sent 
back. He visualized the fistula distinctly ; 
it appeared, he said, “as if it had been 
cut out of a piece of plain paper.” 

After visualizing the fistula in its 
proper relations, Sims resolved upon “re- 
lieving the loveliest of all God’s creations 
of one of the most loathsome maladies 
that can possibly befall poor human na- 
ture.” He operated upon his first patient 
on Jan. 10, 1846, but the operation failed. 
“IT expected to effect at once a magical 
cure; but greatly to my surprise and 
mortification, it was a failure.” He tried 
the same technic with varied modifica- 
tions on his patients for a number of years 
without success. His friends deserted him, 
but the 6 Negresses who were his patients 
infused courage and enthusiasm in him. 

He realized that his failure had been 
due not to faulty technic but to the silk 
thread he had used. It occurred to him 
that silver, gold or platinum wire might 
solve the problem. One day he accident- 
ally picked up a piece of brass wire as 
fine as ordinary sewing thread and took 
it to a jeweler, who made one similar to it 
in silver. Using this silver wire, he oper- 
ated upon a Negress with complete suc- 
cess. It is interesting to observe that this 
was the thirteenth operation on the same 
patient. 

Marion Sims became ill soon after this 
success. “Fearing that I might die with- 
out the world’s reaping the benefit of my 
labors,” as he expressed it, he dictated 
his paper “On Vesiculo Vaginal Fistula” 
to Dr. Isaac Hays. The paper was pub- 
lished in the American Journal of Med- 
ical Sciences in January 1852. Thomas 
Addis Emmett was Sims’ assistant at the 
newly established Women’s Hospital in 
New York and by May, 1868 had operated 
on more than 300 vesicovaginal and recto- 
vaginal fistulas. 

Classification.—Genital fistulas are ab- 
normal communications with the genital 
tract or the exterior of the body of some 
part of the urinary tract or bowel through 
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which urine or fecal matter is discharged. 
A comprehensive classification is as fol- 
lows: 

1. Urinary 

(a) Urethrovaginal 

(b) Vesicovaginal 

(c) Urethrovesicovaginal 
(d) Vesicocervicovaginal 
(e) Ureterovaginal 

(f) Ureterocervicovaginal 

2. Fecal 

(a) Rectovaginal 

(b) Enterovaginal 

(c) Enterouterine 

(d) Enterotubal 

3. Combined urinary and fecal. 

4. Uteroabdominal. 

Etiologic Factors.—Genital fistulas re- 
sult from a variety of causes and are con- 
veniently classified into the following 
three groups: (1) congenital; (2) trau- 
matic, and (3) pathologic. 

1. Congenital: Extroversion of the 
bladder, in which the two halves of the 
body have not united in the lower abdomi- 
nal region, may occur. It is a rare deform- 
ity. 

Ureteral malformations are varied; one 
or both ureters may terminate in the 
vagina at any point between the vault of 
the vagina and the external meatus. 

Complete absence of the urethra may 
be observed, with the bladder opening di- 
rectly into the vaginal. This is also rare. 
Emmett reported a case of successful 
operation in 1878, and a few more have 
been recorded since. 

In this series there was no case of con- 
genital malformation. 

2. Traumatic: Trauma to the genital 
tract is usually caused by (a) prolonged 
and difficult labor, (b) surgical operations 
and (c) accidental external injury. 

a. Trauma due to labor: This group in- 
cludes the largest number in any reported 
series. In India and other countries where 
obstetric practice is not well organized, 
especially in rural areas, and training for 
midwives in large numbers is not avail- 
able, the incidence of fistulas occurring as 
sequelae to difficult labor is very high. 
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There are two ways in which genital 
trauma during labor may cause a fistula: 
(1) sloughing and (2) tearing during 
obstetric operations. 

1. Sloughing.—When labor is delayed 
and the liquor amnii is drained away, the 
strong uterine contractions may wedge 
the fetal head into the pelvis. Prolonged 
pressure on the soft tissues at one point 
between the head and some projecting 
part of the bony pelvis, either the sym- 
physis pubis or the promontory, causes 
pressure necrosis and separation of the 
slough in a few days or a week after 
labor and leaves a fistula behind. Such 
impaction is not uncommon in a generally 
contracted pelvis or in cases of persistent 
occipitoposterior fetal position. 

When the fetal head remains at brim 
for a long time in a flat pelvis after the 
fluid has drained away and strong uterine 
contractions are caused by prolonged pres- 
sure between the head and symphysis 
pubis or promontory of the sacrum, there 
may occur ischemia of the compressed 
tissue, sloughing and, later, fistula when 
the slough falls off. 

Emmett pointed out many years ago 
that fistula is due not to improper ap- 
plication of the forceps but to hesitancy 
to apply them in cases of impaction. 

2. Tearing.—A sharp instrument, such 
as a perforator or a pointed skull bone 
after perforation of the fetal head, may 
penetrate through the vagina into the 
bladder or the rectum. 

Injudicious use of the obstetric forceps, 
particularly its application before the 
cervix is fully dilated and the fetal head 
still within it, may cause extensive tear- 
ing of the cervix and the vault of the 
vagina, resulting in damage to the blad- 
der or the ureter. 

In cases of difficult forceps extraction 
or craniotomy with the fetal head situ- 
ated above the midcavity the cervix may 
be nipped between the blades of the for- 
ceps or cranioclast and the symphysis 
pubis, so that the bladder is either torn 
or crushed, with sloughing after a few 
days. This is most likely when the bladder 
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is not emptied before obstetric extractive 
manipulations. Failure to empty the blad- 
der may result in a pouch of the bladder, 
distended by urine, being dragged down 
in advance of the fetal head, with severe 
laceration of both bladder and vagina. 

b. Trauma occurring in surgical proce- 
dures: In 94 necologic operations the 
ureter is more frequently injured than is 
the bladder. In European countries the 
incidence of fistulas following faulty ob- 
stetrics has markedly diminished, but, 
owing to the larger number of operations 
performed during this century, the inci- 
dence of fistulas due to surgical trauma 
has correspondingly increased. 

Bland in 1925 reviewed 441 cases of 
ureteral fistula collected from the liter- 
ature. In 1920 Judd reported 50 cases of 
vesicovaginal fistula due to surgical 
trauma observed at the Mayo Clinic from 
1908 to 1919. In 1909, Sampson reported 
19 cases in a series of 156 operations for 
carcinoma of the cervix. 

Injury to the ureter is usually caused 
during total abdominal hysterectomy, 
Wertheim’s hysterectomy, vaginal hyster- 
ectomy, Schauta’s vaginal hysterectomy, 
operation for cysts of the broad ligament, 
and cesarean section. 

In total hysterectomy the ureter is likely 
to be damaged where it crosses the lateral 
or anterior wall of the vagina just before 
entering the bladder. It may be included 
in the lowermost clamp or damaged in 
cutting the vagina. 

In Wertheim’s hysterectomy the ureter 
is dissected from the pelvic brim up to 
its entry into the bladder. A fistula may 
result from direct injury to it, or it may 
be caused by sloughing of the walls by 
denudation of its blood supply during 
separation. 

In vaginal hysterectomy the ureter is 
likely to be damaged if the bladder is not 
pushed high up and held up while the 
uterine blood vessels are clamped. 

In Schauta’s vaginal hysterectomy the 
ureter is dissected away from its bed. It 
may be traumatized, or sloughing may 
occur as in Wertheim’s hysterectomy. The 
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incidence of ureteral fistulas is less with 
Schauta’s than with Wertheim’s hysterec- 
tomy. 

In operation for cysts of the broad 
ligament the infundibulopelvic ligament is 
spread out, and the ureter is always in 
danger of being clamped along with the 
ovarian blood vessels. The normal course 
of the ureter in the broad ligament is 
altered in interligamentous cysts, and it 
may run along the lateral, the interior or 
the medial side of the cyst. It is particu- 
larly likely to be damaged during enuclea- 
tion of the cyst at its lower pole, because 
venous oozing from the bed frequently 
occurs at this time and the ureter may 
be accidentally involved while the blood 
vessels are being clamped. 

In cesarean hysterectomy for ruptured 
uterus the ureter may be traumatized. 


Vesicovaginal fistula occurs during 
separation of the bladder from the front 
of the cervix and vagina. If the correct 
line of cleavage is missed, the muscular 
wall of some parts of the bladder is de- 
nuded during separation. The thinned-out 
portion sloughs after a few days, and a 
fistula is formed. At times, owing to 
chronic fibrosis between the bladder and 
the vagina, the line of separation is ab- 
sent and the bladder is opened. Such an 
accident should be detected during the 
operation and properly repaired. 

The operations in which the bladder is 
particularly likely to be injured are 
vaginal hysterectomy, anterior colpor- 
rhaphy, amputation of the uterine cervix 
and total abdominal hysterectomy. 

c. External trauma: External trauma 
is most commonly due to violent coitus 
in cases of young, immature girls or in 
cases of maldevelopment of the genital 
tract. Mahfouz, in his series of 400 cases 
of genital fistula, described 10 cases in 
which roughness on the part of the hus- 
band in attempting to force an opening 
into the vagina had resulted in vesico- 
vaginal or rectovaginal fistula. Some of 
these girls had vaginal atresia. 

Neugebauer in 1899 reported 150 col- 
lected cases of fistula due to coitus. A 
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perineorectal fistula due to coitus with an 
intact hymen was reported by Rawls in 
1915. Schepetinsky reported in 1930 a 
case of gynatresia in which injury to the 
urethra occurred. 

Mahfouz reported the case of a 10-year- 
old girl who introduced a small basket 
made of interwoven fibers, measuring 7 
by 4.5 cm. when dried, into her vagina. 
It was left there for several months, dur- 
ing which time it ulcerated through the 
vesicovaginal septum, causing a large 
fistula. The hymen was not torn. 

In this series there were 2 cases of ac- 
cidental vesicovaginal fistula. One was 
caused by an accidental fall from a stair- 
case, a nail piercing through the vagina 
into the bladder. The fistula was situated 
in the anterior vaginal wall and had a 
small, clean-cut opening. It was of six 
months’ duration and had failed to heal 
spontaneously. 

The second case was that of a woman 
who had a combined vesicovaginal and 
rectovaginal fistula. It was caused by a 
sharp stick used by a jealous husband 
for punishing his wife. The stick was 
thrust through the rectum, penetrating 
the vagina as well as the bladder. The 
rectovaginal fistula was successfully re- 
paired, but the vesicovaginal fistula, which 
admitted two fingers, recurred after 
vaginal repair. 

8. Pathologic: The most common cause 
of vesicovaginal fistula is extension of 
carcinoma of the cervix into the base of 
the bladder, with ulceration and necrosis. 
At the K. E. M. Hospital, Bombay, it is 
not unusual to come across vesicovaginal 
fistula due to malignant disease of the 
cervix, because of ignorance and neglect 
on the part of the patient to seek advice 
until the very late stages. 

Ulceration and sloughing of the vagina 
and the base of the bladder by applica- 
tion of caustics is a rare cause. Similarly, 
tuberculosis of the cervix and gumma are 
rare causes. 

The application of radium for carci- 
noma of the cervix sometimes results in a 
fistula. If the fistula occurs within a few 
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days of the application, it is due to tissue 
necrosis caused by it. When, however, it 
occurs after some time it is generally due 
to extension of the growth, and radium 
is not the cause. 


Etiologic Factors in Fecal Fistulas.— 
Rectovaginal: In this series there were 15 
cases of rectovaginal fistula, in 7 of which 
the lesions were combined vesicovaginal 
and rectovaginal. Among these 15, 2 were 
congenital, 9 were due to obstetric trauma, 
1 was due to surgical trauma and 3 were 
due to external trauma. 

Congenital: Congenital rectovaginal fis- 
tula is also uncommon. In some cases 
there is atresia of the anus, and the rec- 
tum then opens directly into the posterior 
vaginal wall. In this series there were 
2 cases. In both the rectum and the anal 
canal were normally developed. The open- 
ing in the posterior vaginal wall was just 
above the hymen, and there was an 
oblique channel communicating with the 
rectum about 114 inches (3.7 cm.) above 
the anal canal. 

Traumatic: (a) Obstetric trauma: 
Sloughing resulting from pressure ne- 
crosis accounts for a large percentage of 
urinary fistulas but is not a common cause 
of rectovaginal fistulas. 

A rectovaginal fistula following difficult 
labor is more often due to complete tear 
of the perineum extending for some dis- 
tance into the rectum. The perineal tissue 
unites by granulation tissue, leaving a 
small rectovaginal communication above 
it. 

(b) Surgical trauma: Rectovaginal fis- 
tula following a surgical operation is less 
frequent than is vesicovaginal fistula. The 
most common cause of surgical recto- 
vaginal fistula is trauma to the rectum 
during colpoperineorrhaphy. 

In this series there was 1 case in which 
the rectal wall had been included in 
through-and-through suturing of the per- 
ineum torn during parturition. The rectal 
wall included sloughed, causing a fistula 
on the fifth day after repair. 

(c) External Trauma: There were 3 
cases of fistula due to external trauma, in 
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1 of which occurred the combined vesico- 
vaginal and rectovaginal fistula that has 
been described. 

The patient in the second case was a 
woman of menopausal age. She had had 
some illness during which severe constipa- 
tion occurred. The hard, scybalous masses 
had to be scooped out from the rectum, 
and the rectal wall was damaged during 
this process. There was a small opening 
in the lower third of the posterior vaginal 
wall. Repair was undertaken, but the fis- 
tula recurred on the tenth day. 

The third patient was an unmarried 
woman who was in the habit of mastur- 
bating with a wooden sewing thread reel. 
On one occasion the reel slipped into the 
vagina. Foul vaginal discharge continued 
for six months, when on rectal examina- 
tion part of the reel was felt in the an- 
terior rectal wall. On removal of the reel 
a rectovaginal communication was de- 
tected, caused by the gradual burrowing 
of this foreign body into the rectum. 

Pathologic Causes: There was no case 
of rectovaginal fistula due to pathologic 
infiltration or ulceration in this series. 
In cases of carcinoma of the cervix a 
rectovaginal fistula sometimes occurs, 
either through direct spread of the malig- 
nant process or owing to faulty applica- 
tion of radium. 


Venereal disease of the rectum occa- 
sionally causes a rectovaginal fistula. 

Enterovaginal, Enterouterine, and En- 
terotubal Fistulas. — There was no in- 
stance of enterovaginal, enterouterine or 
enterotubal fistula in this series. 


Utero-Abdominal Fistula.—This type of 
fistula occurs after abdominal operation. 
The common causes are (1) cesarean sec- 
tion; (2) tuberculous inflammation of the 
genital tract; (3) abdominal drainage 
during the acute stage of pelvic infection, 
and (4) the use of nonabsorbable suture 
material in the presence of infection. 


The usual history is that thé abdominal 
wound either fails to heal completely or, 
if it heals primarily, a small fluctuating 
swelling appears later, usually at the time 
of the menstrual period. This swelling 
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may be incised or may burst spontaneous- 
ly, after which menstrual discharge wells 
out of it at subsequent periods. 

There were 2 cases, in 1 of which the 
lesion was a classic uteroabdominal fis- 
tula discharging menstrual blood. In the 
other, it was a sinus leading upto the 
uterine wall but not communicating with 
the cavity. 

The utero-abdominal fistula resulted 
after cesarean section and was of one 
year’s duration. During each menstrual 
period the discharge oozed out from the 
fistula, but during the intermenstrual pe- 
riod there was only a slight purulent dis- 
charge. The fistulous tract was dissected 
up to the uterine wall, and a mass of 
nonabsorbable suture material was de- 
tected and removed. The opening in the 
uterine cavity was pared and closed. 


The utero-abdominal sinus occurred ten 
years after an abdominal operation, the 
nature of which was not known. The 
sinus was traced to the anterior uterine 
wall at the level of reflection of the utero- 
vesical peritoneum. There were dense ad- 
hesions in the pelvis, and a difficult sub- 
total hysterectomy was done. The patient 
died as a result of operative shock on the 
second day. 

Combined Urinary and Fecal Fistulas: 
There were 7 cases of combined urinary 
and fecal fistula. One fistula was due to 
deliberate external trauma by a sharp 
stick thrust through the rectum into the 
vagina and bladder; the remaining 6 were 
caused by prolonged and difficult labor. 

Treatment.—The evolution of the pres- 
ent-day treatment has already been de- 
scribed. The cure of genital fistulas is de- 
pendent on many factors, and it is only 
after due consideration of the associated 
conditions that a method can be selected. 
Chief among the associated conditions 
are: (1) the cause; (2) the type of fis- 
tula; (3) the size of the lesion; (4) the 


situation with reference to the internal — 


urinary meatus, the ureteral orifices, and 
the cervix and its accessibility; (5) the 
degree of mobility or fixity, either by scar 
tissue or to the bony pelvis at some point; 
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(6) the urethral wall and its permeabil- 
ity; (7) the duration of the fistula; (8) 
associated complications, such as destruc- 
tion of the vaginal walls with scarring 
of perivaginal tissues, multiple urinary 
fistulas or associated rectovaginal fistula, 
pelvic inflammation or impaired renal 
function. 

The best time to operate on a genital 
fistula is two to three months after con- 
finement. Before repair is undertaken, 
any local infection should be adequately 
treated. Renal function should be tested 
by examining the blood for urea. Intra- 
venous pyelographic study is necessary 
to note the function of the kidneys as 
well as that of the kidney pelvis and 
ureters. Dilatation of the ureters and 
hydronephrosis can be thus detected. 
Pyelographic study is important before 
the surgeon undertakes transplantation of 
the ureters into the sigmoid or implanta- 
tion into the vagina. 

A classification of the different possi- 
bilities for the cure of urinary fistulas 
is as follows: 

1. Spontaneous healing. 

2. Simple denudation of the edges of 
the fistulous opening and suturing. 

3. Flap-splitting operations. 

4. Use of a flap of vaginal mucosa to 
cover the opening in the bladder. 

5. Use of a flap of adjacent vaginal 
wall or skin to cover the opening in the 
vaginal wall. 

6. Closure of the vagina (colpocleisis) . 

7. Closure of the vesical opening by 
suprapubic cystotomy. 

8. Transperitoneal opening. 

9. Utilization of the rectum as a uri- 
nary receptacle. 

Spontaneous Healing: Whenever a fis- 
tula is seen immediately or within a few 
weeks after delivery, there is a good 
chance that spontaneous healing will oc- 
cur. Even a large fistula or one situated 
high in the fornix may heal spontan- 
eously. In this series there was 1 of the 
size of a rupee, situated in the right 
lateral fornix and partially extending 
onto the anterior surface of the cervix, 
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which healed spontaneously after six 
weeks’ treatment with a self-retaining 
catheter. In this series there were 6 cases 
of spontaneous healing,‘ fistulas having 
been caused by difficult labor and 2 hav- 
ing followed operation. In the first 2 cases 
the patient was kept in Fowler’s position 
with a self-retaining catheter. A daily 
vaginal douche and bladder lavage were 
given to keep the vagina and the bladder 
clean. Urinary antiseptics were also given. 
In the last 4 cases, the vaginal douche, 
the urinary antiseptics and Fowler’s posi- 
tion were discarded and only a self-retain- 
ing catheter was employed. 

Simple Denudation of the Edges and 
Suturing: This method was introduced 
by Marion Sims and for a number of years 
was the only method in use for vesico- 
vaginal fistulas. There are two methods 
of denudation. In one method, a strip of 
tissue down to but not including the blad- 
der mucosa is excised all around the fistu- 
lous opening. In the other, an incision is 
made all around the fistulous opening, and 


the vaginal mucosa is dissected up for a 
short distance all around. In both methods 
the bladder is sutured separately, with 
care not to include the bladder mucosa, 


by interrupted sutures. The vaginal 
mucosa is then sutured. In this series this 
method was not employed. 

Flap-Splitting and Mobilization of Blad- 
der: Free mobilization of the bladder 
from the vagina and the surrounding scar 
tissue was an important advance in the 
treatment of vesicovaginal fistula. When 
the bladder is freely mobilized the fistu- 
lous margins are approximated without 
tension on the sutures, and usually a sec- 
ond layer of sutures burying the first 
layer can be inserted. 

The mobilization can be effected either 
from within outward by incising around 
the fistulous opening and separating the 
bladder from the vagina from the edges 
of the fistula outward, or from without 
inward by incising the vaginal wall some 
distance away from the fistula and mo- 
bilizing the bladder towards the fistulous 
opening. . 
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In flap-splitting from within outward 
a circular incision is made around the 
margin of the fistula and the bladder is 
carefully dissected away from the vagina 
as far outward as possible. The incision 
around the fistulous opening is preferably 
14 inch (0.6 cm.) from the margins, leav- 
ing a little vaginal wall with the scar 
tissue in the bladder flap. With this type 
of incision, the tissue cleavage between 
the bladder and the vagina is more easily 
exposed and separation is possible without 
buttonholing the bladder or tearing the 
bladder margins. 


Flap-splitting from without inward is 
particularly useful when the fistula is 
fixed by scar tissue. A longitudinal in- 
cision is made for about 114 inches (3.7 
cm.) above and below the fistulous open- 
ing, and the bladder is dissected some 
distance away from the opening and then 
gradually inward toward it. The cleavage 
between the vagina and the bladder is 
better obtained some distance away from 
the scar-fixed opening, and dissection 
toward it is then comparatively easy with- 
out damaging the bladder wall. 

Use of a Flap of Vaginal Mucosa to 
Cover the Opening in the Bladder: This 
method is advocated for large vesico- 
vaginal or vesicourethrovaginal fistulas 
when mobilization of the bladder is not 
possible because of extensive scar tissue. 
The nutrition of the flaps is not insured, 
owing to scar tissue, and they usually 
slough after a few days. Because of the 
uncertainties associated with this opera- 
tion, no patient was treated by this 
method. 

Use of a Flap of Adjacent Vaginal Wall 
or Skin to Cover the Opening in the 
Vagina: There were a few cases in which 
it was not possible to approximate the 
vaginal margins. Skin flaps or vaginal 
wall flaps were not utilized to cover the 
defect in the vagina. The vaginal wall 
closed later by granulation tissue. 

Closure of Vagina (Colpocleisis): This 
is a very unsatisfactory method. The 
vagina is completely closed and, with the 
bladder, forms a receptacle for urine. In 
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1 case in this series, a case of combined 
vesicovaginal and_ rectovaginal fistula, 
colpocleisis was done. The urine was 
voided for a few weeks after the opera- 
tion through the rectum, but the vagina 
and the rectovaginal opening became 
blocked by phosphatic accretions, causing 
great distress to the patient. Eventually 
the vaginal wall had to be opened to al- 
low the urine to drain through it. 

Closure of Bladder Opening by Supra- 
pubic Cystotomy) This is indicated when 
vaginal repair is not possible owing to 
narrowing of the vagina by extensive 
scarring. Unless the fistula can be brought 
nearer the surface, great difficulty will 
be encountered in suturing the bladder 
opening and Mahfouz has rightly pointed 
out that it is in these cases that exten- 
sive scarring has immobilized the fistula. 

Transperitoneal operation appears to 
be a comparatively easy procedure, but 
difficulty arises during mobilization of the 
bladder from the scar tissue binding it 
down. 

In this series neither of the aforemen- 
tioned two methods was attempted in any 
of the cases, and there were 6 cases in 
which vaginal repair was not possible, 
but in these cases transplantation of the 
ureters into the sigmoid was preferred. 

Transplantation of the Ureters into the 
Sigmoid: Transplantation of the ureters 
into the bowel cannot in fact be regarded 
as a method of curing a vesicovaginal 
fistula. It is an acknowledgement of fail- 
ure on the part of the gynecologist to ef- 
fect a closure by local repair in any series 
of urinary fistulas. 

Neither the large size of a fistula nor 
the situation of the fistula in a compara- 
tively inaccessible position is an indica- 
tion for transplanting the ureters without 
earnest attempts at local vaginal repair. 
For inaccessible fistulas a paravaginal in- 
cision (Schuchardt’s) is of value. Fistulas 


that appear difficult for vaginal repair | 


not infrequently heal after careful mobili- 
zation of bladder and suturing. In this 
series there were 2 large fistulas, situ- 
ated high in the vagina, which appeared 
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to be suitable for transplantation only, but 
both were healed by local vaginal repair. 


During the past five years transplanta- 
tion has never been done without at least 
one attempt at local vaginal repair. 

There are, however, cases in which, 
apart from the size of the fistula, there 
is such extensive fibrosis, annular and 
cartilaginous, that the fistula is inacces- 
sible. In such cases transplantation to re- 
lieve incontinence must be undertaken 
without local vaginal repair. 

In almost every case of transplantation 
there is immediate postoperative infection 
of the kidneys. It is generally stated that 
the life of the patient after a transplanta- 
tion is much shortened, owing to repeated 
urinary infection from the bowel. As the 
patients in this series were from distant 
rural areas, there has been no oppor- 
tunity of observing the effects of trans- 
plantation. 

Implantation of the Ureter into the 
Bladder: There was 1 case of uretero- 
vesicovaginal fistula in which local vaginal 
repair healed the vesical fistula and three 
weeks later transperitoneal implantation 
of the ureter into the bladder was done. 

Symptoms and Diagnosis. — Inconti- 
nence of urine usually appears within two 
weeks when the slough separates, but it 
may be noticed immediately after delivery 
if direct trauma has been caused. Owing 
to a continuous flow of urine over the 
vulva excoriations appear on the vulva, 
with itching. 

A vesical fistula can be easily seen on 
speculum examination, and a sound passed 
through the urethra can be seen coming 
out from the bladder opening. In a small 
vesica] fistula, a ureteral fistula, or a fistula 
associated with extensive fibrosis, visuali- 
zation of the fistula or its localization by 
passing a sound through the urethra may 
be difficult. In such cases a colored fluid 
(methylene blue solution), is injected into 
the bladder through a rubber catheter, 
and its flow can be watched by passing a 
speculum into the vagina. In the case of 
vesicovaginal fistula the fluid will be seen 
flowing through the fistulous opening into 
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the vagina. In the presence of vesico- 
cervicovaginal fistula it will be seen com- 
ing through the cervix, while with ure- 
terovaginal fistula without involvement of 
the bladder the fluid will not be seen com- 
ing out into the vagina. 


SUMMARY 


Genital fistulas in women are discussed 
from the historic, etiologic, pathologic 
and therapeutic points of view. The symp- 
toms and the diagnostic criteria are out- 
lined. 

ZUSAM MENFASSUNG 


Fisteln der weiblichen Geschlectsorgane 
werden vom historischen, aetiologischen, 
pathologischen und therapeutischen Ge- 
sichtspunkt aus eroertert. Die Symptome 
und die diagnostischen Markmale werden 
beschrieben. 

RESUME 


On discute de la fistule génitale chez 
la femme au point de vue _ historique, 


LAZARUS: GENITAL FISTULAS 


étiologique, pathologique et thérapeutique. 
On appuie sur les symptomes et le diag- 
nostic. 

RIASSUNTO 


Sono state prese in considerazione le 
fistole genitali nella donna dal punto di 
vista storico, etiopatologico e terapeutico, 
con particolare riguardo ai sintomi e ai 
criteri diagnostici. 


SUMARIO 


As fistulas genitais em mulheres sao 
discutidas do ponto de vista historico, 
etiol6gico, patol6gico e terapeutico. Os 
sintomas e o critério para o diagnostico 
sao esbocados. 

RESUMEN 


Se discuten las fistulas genitales en 
mujeres desde los puntos de vista histér- 
ico, etiolégico, patolégico y terapéutico. 
Se sefialan los sintomas y el criterio 
disgnéstico. 


Copies of the Revised Constitution and Bylaws 
Are Now Ready for Distribution 


All who are interested in membership qualifications should write to the 


Secretary, International College of Surgeons 


1516 Lake Shore Drive 


Chicago, II. 
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An Accurate Surgical Approach to the Appendix 


EARLE I. GREENE, M.D., F.A.C.S. anp 
J. MAJOR GREENE, M.D., F.A.C.S., F.I.C.S. 
CHICAGO 


method of approach for removal 

of the appendix as follows: ‘The 
incision in the skin is an oblique one about 
four inches long. It crosses a line drawn 
from the anterior iliac spine to the um- 
bilicus nearly at right angles about one 
inch from the iliac spine, and is so situated 
that its upper third lies above that line. 

“The incision of the aponeurosis of the 
external oblique is a little shorter, and 
practically merely separates the fibres of 
that muscle and its tendon without cutting 
them. The section of the internal oblique 
and transversalis muscles follow, cutting 
the muscular fibres nearly at right angles 
to their course, and is completed only at 
the central half at first.” 

McBurney did not state the point at 
which section of the internal oblique and 
transversalis muscles was performed. 

Ravdin, in his book Kirschner’s Oper- 
ative Surgery, described the McBurney- 
Sprengel lateral gridiron incision as fol- 
lows: “The skin incision is made in the 
direction of the fibres of the external 
oblique muscle. The incision should not 
be made too great a distance from the 
anterior iliac spine, but only one to three 
cm. to its medial side, with about one-third 
of the incision above, and two-thirds be- 
low the point. As a rule the incision should 
be not less than six cm. long. 

“As a rule, the region of the incision 
in the external oblique includes the transi- 
tion of the muscular portion into the apo- 
neurosis. The internal oblique muscle is 
then split at the midpoint of the external 
wound and parallel to the direction of the 
muscle fibres.” 

Ravdin, therefore, depends upon his 


in 1894 described his 


From the Department of Surgery, Chicago Medical School, 
the Cook County Hospital and Mount Sinai Hospital. 
Submitted for publication Feb. 14, 1951. s 
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cutaneous incision to determine the point 
at which the internal oblique muscle is 
split. 

In the presence of acute appendicitis the 
surgeon attempts to locate the site of the 
appendix at the point of maximum tender- 
ness as determined by physical examina- 
tion. The incision is then made to expose 
this area. This point of maximum tender- 
ness may be difficult to localize accurately, 
may not be the correct site, and is not 
present when an interval appendectomy is 
done. 

With the McBurney-Sprengel incision, 
the base of the appendix is at times much 
higher or lower than the opening into the 
peritoneal cavity. The only aim, as we see 
it, in using this approach is to enter the 


\ 


NSS 
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Line of skin incision 


Fig. 1.—Skin incision is made 1 to 3 cm. medial 
to the anterior iliac spine and parallel to fibers 
of external oblique muscle. Midpoint of this 
incision is on a level with anterior iliac spine. 
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Musculo-aponeurotic 
junction 


Line of incision in 
aponeurosis of 
external oblique 


Fig. 2.—Aponeurosis of external oblique muscle is opened parallel to its fibers and 


musculoaponeurotic junction demonstrated (A). 


peritoneal cavity in the vicinity of the 
appendix. 

We have found that there is an apparent 
relation between the musculo-aponeurotic 
juncture of the external oblique muscle 
and the level of the base of the appendix. 
This was determined by measurements 
taken when the McBurney-Sprengel type 
of approach was used. 

The following operative procedure was 
used: The McBurney-Sprengel lateral 
gridiron incision was made through the 
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This point is crux of operation. 


skin. The aponeurosis of the external 
oblique muscle was incised parallel to its 
fibers from the musculo-aponeurotic junc- 
ture, distally. A line was drawn from the 
anterior iliac spine to the umbilicus. The 
distance from this line to the musculo- 
aponeurotic juncture was measured. We 
observed that a musculo-aponeurotic junc- 
ture above the line denoted a high-lying 
appendix; similarly, a juncture below the 
line indicated a low-lying appendix. 

In 200 consecutive appendectomies we 
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Aponeurosis of 
external oblique m. 


< 


--- Lines of separation of internal 
oblique and transversus 
Peritoneum incised at 
corresponding levels 


Fig. 3.—Internal oblique and transversus muscles and peritoneum are opened transversely. For 

children under 6 years of age opening is made 3 cm. distal to musculo-aponeurotic junction (A); 

up to age 15, opening is made 4 cm. from musculo-aponeurotic junction (B); for patients over 15, 
5 em. from musculo-aponeurotic junction (C). 


observed that the average juncture point 
was 2.1 cm. above the line and 1.9 cm. be- 
low it. The longest distance was 2.5 cm. 
above and 3 cm. below the line. 

Using the musculo-aponeurotic juncture 
as a starting point, we separated the in- 
ternal oblique and transversalis muscles 
parallel to their fibers at various levels 
distally. The most accurate distance from 
the musculo-aponeurotic juncture for sep- 


aration of the internal oblique muscle, the 
transversalis muscle and the peritoneum 
varied with the age of the patient. In pa- 
tients under 6 years of age it was 3 cm.; 
in patients between 6 and 15 years of age, 


- 4 cm.; and in patients over 15 years of 


age, 5 cm., distal to the musculo-aponeu- 
rotic junction. The peritoneum was in- 
cised at the distance indicated in a trans- 
verse direction to avoid injury to the 
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urinary bladder, especially when there was 
a low-lying appendix. 

The location of the incision through the 
internal oblique muscle, the transversalis 
muscle and the peritoneum is of the ut- 
most importance in accurate location of 
the base of the appendix. The musculo- 
aponeurotic junction of the external 
oblique muscle is the crucial starting 
point. 

The following technic has been adopted. 
An incision about 5 cm. is made 1 to 3 cm. 
medial to the anterior iliac spine and 
parallel to the fibers of the external oblique 
muscle. The midpoint of this incision is 
on a level with the anterior iliac spine. 
The aponeurosis is opened and the mus- 
culo-aponeurotic junction demonstrated. 
This point having been determined, and 
due consideration having been given to 
the age of the patient, the internal oblique 
and transversalis muscles are separated by 
blunt dissection parallel to their fibers. 
This will vary from 3 to 5 cm. distal to the 
musculo-aponeurotic juncture. If neces- 


sary, the skin and aponeurotic incisions 
may be further adjusted. The peritoneum 
is opened transversely. 

In 200 consecutive operations performed 
by this technic the base of the appendix 
presented itself in 92.5 per cent of the 


cases. The youngest patient was 2 years 
old and the oldest 65. There were 108 
male and 92 female patients. 


SUMMARY 


The location of the base of the appendix 
varies. It may lie high or low in the peri- 
toneal cavity. There is, apparently, a di- 
rect relation between the site of the base 
of the appendix and the musculo-aponeu- 
rotic juncture of the external oblique mus- 
cle. A high juncture point denotes a high- 
lying appendix; a low juncture point, a 
low-lying appendix. The location of the 
incision through the internal oblique and 
transversalis muscles and the peritoneum 
is most important for a more accurate 
surgical approach to the appendix. The 
incision through these muscles and the 
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peritoneum should be 3, 4 or 5 cm. distal 
to the musculo-aponeurotic junction, re- 
spectively, in patients under 6 years of 
age, between 6 and 15 years of age and 
over 15 years of age. The incision through 
the peritoneum should always be made in 
a transverse direction to avoid entering 
the urinary bladder, especially in the pres- 
ence of a low-lying appendix. 


RESUME 


La base appendiculaire varie dans sa 
situation. On la trouve parfois trés haute 
dans la cavité péritonéale et parfois basse. 
Apparemment il y aurait relation directe 
entre sa situation et la fonction musculo- 
aponévrotique du grand oblique. Une 
jonction haute égale un appendice haut 
situé; une jonction basse, un appendice 
bas situé. La situation de l’incision a 
travers le petit oblique, le transverse et 
le péritoine doit étre bien choisie: c’est 
important pour la présision de la voie 
d’abord de l’appendice. L’incision a tra- 
vers ces muscles et le péritoine devrait 
étre 4 3 cms distal de la jonction apo- 
névrotique pour les patients au dessous 
de 6 ans; a 4 cms pour les patients entre 
6 et 15 ans et 5 cms au dessus de 16 ans. 
L’incision 4 travers le péritoine devrait 
étre faite en direction transverse pour 
éviter d’entrer dans la vessie . . . surtout 
lorsque l’appendice est bas. 


ZUSAM MENFASSUNG 


Der Sitz der Basis des Wurmfortsatzes 
wechselt. Sie kann hoch oder tief in der 
Bauchhoehle liegen. Offenbar gibt es eine 
direkte Beziehung zwischen ihrer Lage 
und dem Sitz der Verbindung der Muskel- 
und Aponeurosenanteile des aeusseren 
schraegen Bauchmuskels. Eine hochlie- 
gende Muskelsehnengrenze weisst auf eine 
hohe Lage des Wurmfortsatzes hin und 
umgekehrt. Die Stelle des Einschnitts 
durch den inneren schraegen und den 
queren Bauchmuskel und durch das Bauch- 
fell ist fuer den richtigen chirurgischen 
Zugang zum Wurmfortsatz aeusserst wich- 
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tig. Der Einschnitt durch die drei 
Muskeln und das Bauchfell sollte in fol- 
genderweise angelegt werden: bei Kindern 
unter sechs Jahren 3 cm distal von der 
Verbindung des Muskels mit der Aponeu- 
rose, bei Kinder zwischen sechs und 
fuenfzehn Jahren 4 cm distal von der 
Muskelsehnengrenze und bei Kranken 
ueber sechzehn Jahren 5 cm distal davon. 
Der Schnitt durch. das Bauchfell sollte 
stets in der Querrichtung erfolgen, um, 
besonders bei tiefliegender Appendix, eine 
Verletzung der Harnblase zu vermeiden. 


RESUMEN 


La situacién de la base del apéndice 
varia. Puede ser alta o baja en la cavidad 
paritoneal. Existe aparentemente una 
relaci6n directa entre su sitio y la unién 
musculoaponeurética del musculo oblicuo 
externo. Un punto de unién alto indica 
situacién apendicular alta, un punto de 
uni6n bajo situacién apendicular baja. La 
incisién a través del oblicuo externo y el 
transverso y peritoneo es muy importante 
para una via apendicular quirtrgica mas 
exacta. Dicha incisién debe ser de 3, 4 0 
5 em. distal a la union musculoaponeur6- 
tica seguin se trate de pacientes menores 
de 6 afios de edad, entre los 6 y los 15 
afios de edad y mayores de 16 anos de 
edad. La incisidn peritoneal debe hacerse 
siempre en direccién transversa para no 
herir la vejiga, especialmente en presencia 
de un apéndice de situacié6n baja. 


RIASSUNTO 


La sede dell’appendice é varia, giacché 
puo essere a diversa altezza nel cavo peri- 
toneale. Apparentemente c’é una relazi- 
one diretta fra tale sede e la linea di 
giunzione muscolo-aponeurotica dello 
obliquo esterno dell’addome: una sede alta 
o bassa della linea denoterebbe una sede 
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alta o bassa dell’appendice. La sede dell’in- 
cisione sui muscoli obliquo interno e tras- 
verso e sul peritoneo ha molta importanza 
per una corretta via d’accesso all’appen- 
dice. Tali incisioni debbono avere le 
seguenti caratteristiche: quella sui mus- 
coli deve essere praticata a 3 cm. di 
distanza dalla linea muscoloaponeurotica 
nei pazienti sotto i 6 anni di eta, a 4 cm. 
in quelli fra i 6 e i 15 anni, a 5 cm. sopra 
i 16 anni; l’incisione sul peritoneo dov- 
rebbe sempre essere trasversale per evita- 
re di interessare la vescica, specie quando 
l’appendice sia in sede bassa. 


SUMARIO 


A localizagao da base do apendice varia. 
Po’de estar no alto ou em baixo da cavi- 
dade peritonial. Ha, aparentemente, uma 
relagao diréta entre seu local e a juncao 
musculo-aponevrotica do musculo grande 
obliquo. Um alto ponto de juncéo dendta 
um apendice altamente situado, uma baixa 
jungao indica um apendice baixo. A 
locagao da incisao atravez do pequeno 
obliquo, do transverso e do peritonio é 
de alta importancia para uma abordagem 
cirurgica do apendice. A incisao atravéz 
desses musculos e do peritoneo deve ser 
como segue:—3, 4 ou 5 cms. distal ao 
encontro musculo-aponevrotico, respecti- 
vamente, em pacientes abaixo de 6 anos 
de idade, entre 6 e 15 anos de idade e 
acima de 16 anos de idade. A incisdo 
através do peritoneo deve ser feita sempre 
em uma direcdo transversa para evitar a 
bexiga, especialmente em presenca de 
apendice baixo. 
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Prolapsed Antral Mucosa 
Report of a Case 


V. J. HITTNER, M_D., F.ACS., F.1.CS., F.LA.P. 
SEYMOUR, WISCONSIN 


symptom complex that should inter- 
est both the internist and the sur- 
coon. It is a condition which has varying 
symptoms in various degrees of severity. 

The first case of prolapse of the gastric 
mucosa into the duodenal bulb was re- 
ported in 1911 by Von Schmieden. In 
1926 Eleason, Pendergrass and Wright 
first described the roentgen signs. Since 
then fewer than 50 cases have been re- 
ported which were uncomplicated by 
other coexistent abnormality in the 
stomach or the duodenum. Of these 30 
were proved at operation or autopsy. 

The causes, symptoms and treatment 
will be briefly discussed, after which 1 case, 
verified by operation, will be reported. 
The cause of prolapsed antral mucosa has 
been debated for the past decade. Many 
theories have been advanced. At present 
the etiologic factors are not clear, but cer- 
tain truths have been uncovered. It has 
been reported that the condition occurs 
in about 1 per cent of all patients with 
disease of the gastrointestinal tract. 

Some of the theories advanced as to the 
cause of this condition are as follows: 
1. Hypertrophy of gastric mucosa due to 
preexistent chronic inflammatory irrita- 
tion and preceding the actual prolapse. 
2. Mild inflammatory states of the gastric 
rugae. These hypertrophied folds are 
forced into the duodenum peristaltic 
waves. 3. Changes in the blood proteins, 
which are often reflected in the wall of 
the gastrointestinal tract, producing ede- 
matous and pendulous gastric folds. 4. 
Abnormal gastric peristalsis initiated by 
neurogenic or chemical factors or both. 
5. Emotional factors, such as _ worry, 
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P ROLAPSED antral mucosa is a 


anxiety, fear, excitement and anger. 6. 
Chemical factors, such as coffee, tobacco 
and alcohol. 7. Congenital variations in 
the gastric mucosa, which may be hyper- 
mobile. 

Symptoms.— The symptoms of pro- 
lapsed antral mucosa are varied, never 
characteristic, and clinical diagnosis is 
difficult. The diagnosis must be confirmed 
by roentgenologic study. Objective physi- 
cal signs are indecisive except that a tu- 
mor mass may be palpable in the pyloric 
region which has a soft doughy con- 
sistency, is freely movable and at times 
can be felt when the prolapse is reduced. 
The symptoms in order of frequency are: 

1. Epigastric pain or distress in the 
upper part of the abdomen. This varies 
considerably in degree and in time of oc- 
currence. It is usually aggravated by food 
and bodily exertion. The pain may be 
cramping at times. 

2. An abnormal sense of fullness after 
the consumption of a small amount of 
food. 

8. Gaseous eructations, bloating and 
heartburn. 

4. Nausea and vomiting, varying in de- 
gree in every patient. 

5. Associated nervousness. This condi- 
tion is almost invariably found in nervous 
persons. 

6. Hemorrhage. This may be either 
hematemesis or melena and may be slight 
or exsanguinating. 

7. Loss of weight, which may be slight 
or marked. 

8. Normal results from gastric analysis 
despite the presence of these conditions. 

Roentgen Data.—1. There is an incon- 
stant deformity of the duodenal bulb. The 
bulb assumes a mushroom appearance, 
with concavity of the base when the 
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gastric mucosa is invaginated into it. 

2. Mucosal folds are seen passing from 
the stomach through the pyloric canal into 
the duodenum. These are visualized as 
multiple negative linear filling defects. 

3. The appearance of the bulb varies 
as the gastric mucosa slides back and 
forth through the pylorus. 

4. When the prolapse is temporarily 
reduced, redundant mucosa may pile up 
into the antrum, assuming a circular or 
transverse direction rather than the usual 
longitudinal one. 

5. Peristaltic waves pass through to 
the pylorus in a normal manner. 

6. There is usually no narrowing or 
elongation of the pyloric channel. 

7. No ulcer niche is demonstrable in 
the pylorus or the duodenum. 

8. There is no irritability of the 


duodenal bulb. 

9. There is occasionally gastric reten- 
tion. 

A roentgen diagnosis may be made only 
by repeated observation since the mucosal 


prolapse may be intermittent. The roent- 
gen pattern is variable. 

Treatment.—Medical treatment is satis- 
factory for the vast majority of patients. 
Frequent small feedings of a bland diet 
are usually advised. Rest is important; 
even bed rest is sometimes necessary. 
Alcohol, tobacco, coffee, spices and con- 
diments should be eliminated. Antispas- 
modics, such as tincture of belladonna, 
and sedatives in the form of phenobarbital 
have been used. Many of the mild condi- 
tions will subside under this medical re- 
gime. 

Indications for surgical intervention are 
determined by the persistence, severity 
and intractability of symptoms to med- 
ical management. The principal reasons 
for advising it are (1) severe persistent 
pain; (2) pyloric obstruction producing 
recurrent vomiting and loss of weight, 


and (3) repeated gross gastrointestinal . 


hemorrhages or secondary anemia. 
Surgical Technic—A midline incision 

is employed. Then an incision is made 

transversely through the antrum, 5 cm. 
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proximal to the pyloric canal. The re- 
dundant mucosa is grasped by Allis for- 
ceps and excised with scissors. The cut 
edges of the mucosa are united with a 
No. 00 chromic catgut suture, and this is 
anchored to the muscularis in the line of 
the incision. When the pyloric muscle is 
contracted it should be sectioned. Some 
authorities advise subtotal gastrectomy. 


REPORT OF CASE 


A white woman aged 42, married, was ad- 
mitted to the hospital (St. Vincent’s) on 
May 18, 1950. The history included a left 
inguinal hernioplasty in 1936, an appendec- 
tomy in 1940 and a tubo-ovarian operation in 
1948. The patient first complained of epi- 
gastric distress in January 1949. This dis- 
tress was described as a pressure in the epi- 
gastrium. There were numerous gaseous 
eructations. As the gas increased the pain 
became more severe. At times there was 
acute cramping pain one-half to one hour 
after eating. It was necessary to administer 
medicaments to relieve the pain, and occa- 
sional hypodermic injections were necessary. 
The bowels were regular. The patient’s weight 
had decreased from 168 to 140 pounds (76.2 
to 63.5 Kg.). She had been treated under an 
ulcer regime for several months without re- 
lief. The temperature was 98.4 F., the pulse 
rate 76 and the respiratory rate 22. The 
blood Kahn test gave a negative result. The 
cell count per cubic millimeter of blood re- 
vealed 4,060,000 erythrocytes, with 79 per 
cent hemoglobin, and 4,800 leukocytes. Uri- 
nalysis revealed no abnormality. The blood 
pressure in millimeters of mercury was 180 
systolic and 80 diastolic: Roentgenograms of 
the upper part of the gastrointestinal tract 
on May 19, 1950, revealed that the barium 
entered the stomach readily. Prominent gas- 
tric rugae were visualized, especially in the 
antral portion of the stomach close to the 
lesser curvature. The stomach was normal 
in size, tonic and pliable, with active peri- 
stalsis and no organic filling defect except 
for mild distortion of the lesser curvature 
in the antral portion, apparently due _ to 
prominent gastric rugae. Peristalsis passed 
through this area of deformity. There 
was no hiatus hernia. The pyloric opening 
was immediate. The duodenal bulb revealed 
no penetrating or constricting deformities, 
but there were prolapsed filling defects in the 
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base of the duodenal bulb, the base of which 
had a mushroom appearance, notably in- 
dicative of prolapse of the antral gastric 
mucosa. The second, third and fourth por- 
tions of the duodenum revealed no abnor- 
mality. The three-hour film showed the 
stomach empty, the barium column continuous 
and the head of the column in the distal part 
of the transverse colon. The roentgen impres- 
sion was: 1. The prominent gastric antral and 
duodenal bulb mucosal pattern was compatible 
with a diagnosis of antral gastritis and duo- 
denitis. 2. Prolapse of the antral gastric 
mucosa into the duodenal bulb was apparent. 


A recheck of the upper part of the gastro- 
intestinal tract by roentgen study on May 26 
revealed that there was no appreciable change 
in the well-marked hypertrophic appearance 
of the antral gastric mucosa. Peristalsis 
passed through this area to the pyloric canal. 
There was mild prepyloric elongation, and the 
concave deformity of the base of the duodenal 
bulb, characteristic of prolapse of the antral 
mucosa remained unchanged. There was no 
other visible organic pathologic change in the 
stomach and no functional abnormality. At 
the three-hour examination the stomach was 
empty and the barium column continuous, with 
the head of the column in the ascending colon. 
The visualized terminal ileum appeared nor- 
mal. The roentgen impression was that the 
prominent distorted gastric mucosa and the 
mushroom-shaped deformity of the base of 
the duodenal bulb represented antral gastritis 
with prolapse of the antral gastric mucosa 
into the base of the duodenal bulb. 

Because of the severity of the pain, which 
required hypodermic injections for relief, and 
because diet, antispasmodics and sedatives 
failed to relieve the symptoms, it was de- 
cided that surgical intervention was necessary. 


Operation was performed on May 31. The 
abdomen was opened through a midline inci- 
sion. The antrum of the stomach was opened 
through a transverse incision 5 cm. proximal 
to the pylorus. The prolapsed antral mucosa 
was grasped with Allis forceps and excised. 
The two edges of mucosa were united with 
No. 00 chromic catgut, and a few sutures were 
anchored to the muscularis. The pylorus was 
examined and found to be normal. The an- 
terior wall of the stomach was closed with a 
Connell suture followed by interrupted silk. 
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The abdominal wall was closed in the usual 
manner. 

Pathological Report—Gross: The antral 
mucosa showed hemorrhagic congestion and 
active chronic inflammatory change. The speci- 
men of mucosal membrane measured 9 by 3.5 
by 3 cm. The mucosal surface was somewhat 
hemorrhagic and partially eroded near one 
end. Microscopic: The glandular epithelium 
of the gastric mucosa and a portion of the 
submucosa were present. The muscularis and 
serosal coats were not present. The super- 
ficial columnar cells in some areas showed 
evidence of erosion. The submucosa in some 
areas showed capillary engorgement, with 
moderate infiltration of plasma cells and 
eosinophiles. 

Course.—The patient made an uneventful 
recovery and was discharged from the hos- 
pital on June 11, the eleventh postoperative 
day. At the time of writing, Dec. 8, 1950 
she is taking a general diet and is entirely 
free of her previous symptoms. 


SUMMARY 


An effort has been made to review the 
etiology, symptoms, diagnosis and treat- 
ment of prolapsed antral mucosa. A case 
is reported. 


RESUME 


On s’efforce de passer en revue |’étiolo- 
gie, les symptémes, le diagnostic et le 
traitement du prolapsus de la muqueuse 
“antrale”. On en rapporte un cas. 


ZUSAM MENFASSUNG 


Der Verfasser bemueht sich, einen 
Ueberblick ueber die Aetiologie, die Symp- 
tome, die Diagnose und die Behandlung 
des Prolapses der Schleimhaut des Ma- 
— zu geben und berichtet einen 

all. 


RESUMEN 


Se revisan etiologia, sintomatologia, 
diagnéstico y tratamiento del prolapso 
mucoso antral. Se da a conocer un caso. 


RIASSUNTO 


Viene discussa l’etiologia, la sintoma- 
tologia, la diagnosi e la cura del prolasso 


“ 
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della mucosa antrale—e ne viene riferita 
un’osservazione clinica. 


SUMARIO 


Um esférco foi feito para revér a 
etiologia, sintémas, diagndéstico e trata- 
mento do prolapse da mucésa antral. E’ 
relatado um caso. 
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Announcement 


International Board of Occupational Surgery 


The Executive Council of the United States Chapter and the Board of Trustees 
of the International College of Surgeons have unanimously approved the formation 
of an International Board of Occupational Surgery, the aims of which are (a) eleva- 
tion of standards for the practice of occupational surgery, (b) conservation of the 
health of the worker after occupational injury, (c) official recognition of this spe- 
cialty, (d) stimulation of interest in this field by students and members of the pro- 
fession, and (e) cooperation in the establishment of facilities for graduate educa- 
tion in occupational surgery by means of residencies in hospitals affiliated with 
medical schools, or their equivalents. 


Frederick W. Slobe, M.D., F.A.C.S., F.I.C.S., Chairman 
E. C. Holmblad, M.D., F.A.C.S., Secretary 


For further details, address Dr. Arnold S. Jackson, Secretary, United States 
Chapter, International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, 
Illinois. 
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A Modified T-Tube Drain 


ELI SHERMAN JONES, B.S., M.D., F.A.C.S., F.1.C.S. 
HAMMOND, INDIANA 


done by various methods. The most 

common one uses a tube through the 
stump of the cystic duct, or a T-tube placed 
into the common duct through a longi- 
tudinal incision in the duct. Each has its 
advocates, for good reasons. 

The most generally accepted method in 
practice today is the use of a T-tube into 
the common duct. The tubes are made in 
various sizes and lengths of the T-arm. 
All are made of rubber. 

For several years we had employed the 
usual T-tube and as a rule the patient com- 
plained of pain when the tube was re- 
moved. At times, also, drainage was not 
good. My associates and I always tested 
the tube with a syringe before inserting 
it, and in several instances we found that 
there was no opening between the T and 
the stem. We then split the T, removing 
the opposite wall from the stem side. We 
were amazed to find that in most of the 
tubes the opening entering the stem was 
about one-half the caliber of the stem, 
which, of course, determined the draining 
capacity. With great difficulty this open- 
ing was enlarged with scissors and the 
T-tube was inserted into the duct. We 
were then assured of the same draining 
capacity provided by the outer end of the 
tube. 

We found that a tube cut as described, 
after the ends had been beveled, was much 
more easily inserted into the duct, with 
far less damage and trauma to the duct. 
The opposite duct wall had no foreign sub- 
stance pressing against it. The only 
trauma to the duct was the incision and 
the contact of the rubber on half of the 
duct wall. Drainage was better than from 


D RAINING the common duct has been 


Read at the Assembly of the International College of 
Surgeons, Buenos Aires, Argentina, August, 1950. 
Submitted for publication. 
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the usual T-tube, and there was no more 
leakage around the tube. A roentgenogram 
taken after an injection of dye always 
showed a well-functioning tube. Removal 
of the tube is accomplished with greater 
ease and with much less discomfort to 
the patient than was encountered with the 
old type of T-tube, and no injury is done 
to the common duct in removing the tube.* 


SUMMARY 


A type of T-tube is presented which has 
the following advantages over other means 
of drainage: 1. It is easy to insert and 
remove. 2. It gives better drainage. 3. 
There is less trauma to the duct. 4. There 
is no pressure on the opposite wall of 
common duct. 5. There is less possibility 
of stricture. 

RESUME 


Présentation d’un tube en T dont les 
avantages sur les autres drains sont les 
suivants. 

1. Il est facile 4 mettre et a enlever. 

2. Il y a moins de traumatisme du 
cholédoque. 

*The Davol Rubber Company now makes a T-tube (see 
illustration) which has the features described, having the 


opening into the T of the same size as the outer end of 
the stem. 


Diagrammatic sketch of T tube (Davol). 
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3. Il y a moins de risque de rétrécisse- 
ment. 
4. Il draine mieux. 


ZUSAM MENFASSUNG 


Es wird ein T-foermiges Rohr be- 
schrieben, das, verglichen mit anderen 
Drainierungsmitteln, die folgenden Vor- 
teile bietet: 

1. Es kann leicht eingefuehrt und ent- 
fernt werden. 

2. Es drainiert besser. 

38. Es  verursacht geringere Schae- 
digung des Gallenganges. 

4. Es wird kein Druck auf die gegenue- 
berliegende Wand des Choledochus aus- 
geuebt. 

5. Die Moeglichkeit von Strikturbil- 
dungen ist verringert. 


RIASSUNTO 


Viene presentato un modello di tubo a 
T che offre, sugli altri apparecchi di 
drenaggio, i seguenti vantaggi: 1. E’facile 


da applicare e da togliere. 2. Da un miglior 
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drenaggio. 3. Produce minor trauma al 
dotto. 4. Non esercita pressione sulla 
parete opposta del coledoco. 5. Da minori 
probabilita di stenosi. 


RESUMEN 


Se presenta un tipo de sonda en T, que 
tiene sobre otros medios de canalizaci6n 
las ventajas siguientes: 1. Facil de poner 
y quitar. 2. Proporciona mejor canaliza- 
cién. 3. Es menos traumatica para el 
conducto. 4. No se produce presién sobre 
la pared opuesta del colédoco. 5. Existe 
menor posibilidad de estenosis. 


SUMARIO 


E’ apresentado um tipo de tubo em T 
que tem as seguintes vantagens sobre os 
outros meios de drenagem: (1) E’ facil 
de inserir e de remover. (2) Dréna me- 
lhor. (3) Ha menor trauma para o ducto. 
(4) Ha menor possibilidade de estendse. 
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Retropubic Prostatectomy 


G. M. PHADKE, M.B. (LOND.), F.R.C.S. (ENG.), F.I.C:S. 
BOMBAY, INDIA 


BSTRUCTION in the region of the 
O prostate is produced by (1) hyper- 

trophic or adenomatous condition 
of the prostate; (2) fibrosis of the pro- 
state; (3) calculosis, or (4) carcinoma or 
sarcoma of the prostate. 

In the present state of knowledge, 
surgical intervention is the only effective 
means of removing the obstruction. The 
beginning of this century marks the era 
of prostate surgery. The forty-five year- 
old Freyer’s operation is now performed 
in one or two stages all over the world. 
Later, the perineal route was suggested. 
In 1931 the transurethral method was 
advocated, and since 1945 the retropubic 
procedure has been attracting the atten- 
tion of urologists. 

The mere fact that no fewer than four 
different methods have been suggested to 
deal with the same condition, namely, the 
obstructing prostate, means that none of 
them fulfills the requirements, i.e., (1) 
ease of operation, (2) a smoother post- 
operative convalescence and (3) less mor- 
bidity after the operation, with rapid re- 
turn to normal health and urinary func- 
tion. 

The chief dangers of Freyer’s operation 
were hemorrhage, a long stay in the hos- 
pital, slow healing of the suprapubic fistu- 
la and stenosis of the vesical neck. Various 
modifications have been suggested to com- 
bat these. 

Perineal prostatectomy is really a sur- 
gical procedure; i.e., the gland is removed 
under direct vision and hemorrhage can 
be controlled. It requires a thorough 
knowledge of anatomy, a trained team and 
special instruments. I have assisted sur- 
geons during perineal operations on the 
prostate. The technical difficulties and the 
postoperative morbidity—perineal fistula, 


From the K. E. M. Hospital, Bombay. Submitted for pub- 
lication Oct. 14, 1950. 


Presented at a meeting of the Indian Chapter, International 
College of Surgeons, September, 1950. 


rectovesical fistula, incontinence and the 
subsequent miserable condition of the pa- 
tients in the short series of 5 cases were 
enough to deter me from employing this 
method. 

The transurethral method is attended 
with a low mortality rate and a short 
hospital stay. I have not been able to use 
this method, because of lack of facilities. 
This operation also has such disadvan- 
tages as severe hemorrhage and inability 
to remove the entire gland (which necessi- 
tates repeated operations) ahd stricture 
of the urethra. 

I have always used the suprapubic 
method in one or two stages. Aside from 
prolonged hospitalization, thé chief com- 
plication I encountered was hemorrhage. 
Millins, in describing his new approach, 
emphasized the technic used to arrest the 
hemorrhage and secure a shorter and 
smoother postoperative period. As these 
were the very conditions that worried me, 
I gave the new method a trial. In a short 
personal series of 45 cases my expecta- 
tions were wholly fulfilled. 

Historical Data.—According to Millins, 
there are 4 records of extravesical pro- 
statectomy in the medical literature prior 
to his work. 

In 1909, Von Stokum reported 2 cases 
in which the prostate wads removed 
through an incision in the capsule anter- 
iorly. He packed the prostatic fossa and 
performed suprapubic cystostomy. 

In 1924, Maier in Germany used an in- 
guinal extravesical approach and cited 4 
cases. 

In 1933, Jacobs and Casper of San 
Francisco described a prevesical technic, 
by which the prostate was removed 
through a longitudinal incision and the 
bladder drained by a urethral catheter. 
Suprapubic fistulas developed on the 
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eighth postoperative day, but these healed 
completely and the patient was discharged 
ten days later. 

In 1936, Uteau and Leroy described a 
subpubic technic. Millins investigated this 
route. He found the approach too difficult, 
bloody and, in 2 cases of well-marked en- 
largement, “impossible.” 

Millins experimented with the retro- 
pubic route on the cadaver for eighteen 
months before attempting his first opera- 
tion, which is now accepted as a sound 
procedure by urologists all over the world. 
It makes a direct attack on the obstruc- 
tion and obviates surgical injury to the 
bladder, which has long been subject to 
surgical insult. The intact bladder is ready 
for action when the artificial drainage is 
removed. 

I have used this method in 45 cases: 
43 cases of adenomatous prostate (with 
2 deaths), 1 case of fibrosis of the pro- 
state and 1 case of calculous prostate. 

Preoperative preparation — investiga- 
tion of renal function, etc.—is carried out 
as usual. When indicated, urethral drain- 
age of the bladder is done. In 3 cases 
suprapubic drainage had already been 
carried out elsewhere two or three months 
before the patients came under our ob- 
servation. In 1 case we had to resort to 
this, as the patient was in low condition 
and needed prolonged urethral drainage. 

In 4 cases the general condition and the 
renal function were good, so no prelimi- 
nary drainage was used. Blood trans- 
fusion was employed during the operation 
for all the patients. 

Technic.—In this short presentation I 
shall mention only the important steps 
of the operation. 

Spinal or general anesthesia may be 
used. We used spinal anesthesia in 44 
cases and general anesthesia in 1. 

A vertical infra-umbilical incision ex- 
poses the cave of Retzius. The bladder is 
retracted upward. The loose fatty layer 
covering the capsule of the prostate is 
cleared. Bleeding from large veins in this 
layer is best checked by diathermy. Pre- 
liminary ligation of the capsular vessels 
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is necessary, in case they happen to 
traverse the line of incision. The capsule 
is incised transversely or vertically. 
Transverse incision was used in the first 
36 cases and vertical in the last 9. I am 
of the opinion that vertical incision is 
better, as hemorrhage is less severe and 
subsequent suturing in the deep cavity is 
decidedly easy. After incision of the cap- 
sule the adenoma is dissected out or enu- 
cleated, at first from the sides and then 
from the apex toward the bladder. Dissec- 
tion in a difficult case can be done under 
direct vision. The prostatic cavity is 
packed with gauze, and attention is paid 
to the neck of the bladder. With the help 
of a retractor designed for the purpose 
by Millins, the interior of the bladder is 
inspected and hemorrhage from the neck 
of the bladder is controlled by sutures. 
A wedge from the middle of the posterior 
lip is removed to prevent future obstruc- 
tion. In 2 cases this step was necessary. 
As a rule there is only oozing from the 
prostatic fossa after the pack is taken 
away. A No. 12 or 14 E catheter is passed 
through the urethra into the bladder. A 
small quantity of sodium citrate solution is 
injected through the catheter to prevent 
clot formation. The incision in the capsule 
is closed in two layers with chronic catgut. 
The cave of Retzius is drained after dust- 
ing with sulfa powder, and the abdominal 
wound is closed. Bilateral vasectomy is 
done as a routine at the end of the oper- 
ation. No special instruments, such as self- 
retaining retractors, the boomerang 
needle, etc., are necessary. Millins’ blad- 
der neck retractor, however, is a very use- 
ful instrument, though it is not absolutely 
essential. Small curved Mayo needles are 
used for suturing. The finger is not intro- 
duced into the rectum at any stage of the 
operation. 

Retropubic prostatectomy is an ana- 
tomic approach and a surgical procedure 
in the true sense of the word, as every 
step of the operation can be done under 
direct vision. The prostatic bed and the 
vesical neck can be carefully examined, 
both digitally and visually, for possible 
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missed adenomas and in order to control 
bleeding. 

Postoperative Care.—The catheter is 
attached to a suction apparatus. Supra- 
pubic drainage is removed on the third 
day. The catheter from the urethra is re- 
moved from the seventh to the ninth day. 
Fluid therapy and remedies to prevent 
infection, such as penicillin, sulfa drugs, 
etc., are used. The patients are incon- 
tinent for a day after the removal of the 
catheter, but they soon gain control and 
leave the hospital from eleven to fifteen 
days after the operation as a rule. 

On the whole, I have been greatly im- 
pressed with the lack of complications 
and the smoother and shorter postoper- 
ative convalescence. 

Complications.—The following compli- 
cations were observed: 

1. Suprapubic Leakage: Slight leakage 
of serum from the suprapubic wound was 
encountered in almost all cases for two 
or three days after removal of the tube. 
In 12 cases urine leaked out, but the 
amount was small and did not inconven- 
ience the patients, nor did it prolong the 
hospital stay. This leakage also stopped 
after a few days. In 2 cases only were 
we obliged to reintroduce the urethral 
catheter for two or three days in order 
to stop the suprapubic leakage of urine. 
There have been no cases of relatively 
persistent suprapubic fistula. 


2. Hemorrhage: In only 1 case was 
there reappearance of hemorrhage in the 
urine (on the ninth day). This stopped 
the next day, and no irrigation of the 
bladder or any other treatment was neces- 
sary. 

3. Infections: In no case did we meet 
with any serious infection of the genito- 
urinary tract after the operation. In fact 
even the patients with preoperative 
ascending infection of the kidneys gave 
us no anxiety after the operation. 

4. Femoral Thrombosis: This was met 
with in 1 case. For this patient no pre- 
operative drainage was used. Blood was 
transfused at the time of the operation 
through a cannula in the leg, which was 
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retained in position three days for post- 
operative fluid therapy. Thrombosis of the 
femoral vein developed on the same side. 
How far the operation or the cannula was 
responsible for this I am not in a position 
to state. 

5. Myocardial Disease: The 2 deaths in 
this series were probably due to this cause. 

The first case was that of a stout elderly 
man who was admitted for acute reten- 
tion. After the usual preoperative care, 
he was operated on. During the opera- 
tion, even when he had not lost an un- 
usual quantity of blood, his pulse rate had 
become elevated. He was given a blood 
transfusion during the operation. After 
the operation the pulse rate had gone still 
higher. We felt that it was probably due 
to hemorrhage either within the bladder 
or in the cave of Retzius. An exploratory 
operation was performed the same eve- 
ning. To my great surprise, there was no 
bleeding, nor were any clots present in 
the cave of Retzius. The prostatic cavity 
contained blood-stained pieces of gelfoam. 
Except for a small clot, nothing abnormal 
was present in the bladder. The pulse went 
higher, and the patient died the same 
night. Was this a case of anuria develop- 
ing so soon after the operation, or was 
the acute trouble precipitated by myo- 
cardial failure? I feel certain that he did 
not die of hemorrhage. 

The second case was that of an elderly, 
thin patient, admitted for acute retention 
and drowsiness. After the urethral drain- 
age and fluid therapy he gradually im- 
proved. Two weeks later he had severe 
hematuria, for which suprapubic drain- 
age was instituted. While we were trying 
to improve the general condition of the 
patient, he had a severe hemorrhage from 
the rectum. No internal hemorrhoids were 
responsible for this. Soon afterward there 
developed subcutaneous hemorrhage. The 
blood was examined; the platelet count, 
the bleeding and coagulation time, etc., 
were normal. A few more transfusions 
brought him round. After two months, 
when his general condition has improved, 
we decided to remove the prostate. The 


2 
ier 
q a 
3, 
| 
= 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


patient insisted that the suprapubic tube 
also be removed. At operation, with gen- 
eral anesthesia, the pulse rate began to 
rise even without much loss of blood. 
The patient did not regain consciousness 
after the operation and died the same eve- 
ning. 

Other complications — persistent uri- 
nary incontiuence, retention, pulmonary 
embolism, osticitis publes, etc., were not 
met with in this short personal series of 
45 cases. 

A postoperative stay of more than 
fifteen days in the hospital after the oper- 
ation is seen in the general hospitals alone. 
This is not due to any operative compli- 
cations but to other circumstances (poor 
home surroundings, lack of facilities for 
proper nutrition, home nursing care, etc. 


COMMENT 


Taking into consideration the varying 
pathologic conditions responsible for ob- 
struction in the region of the prostate, 
although there are definite indications to 
use any one of the four procedures as an 
operation of choice, the surgeon will 
naturally choose, in the majority of his 
cases, the procedure which in his hands 
has produced the most satisfactory func- 
tional results with the least risk and the 
shortest and smoothest convalescence. He 
should not try to fit the patient to the op- 
eration, but should perform the operation 
best suited to the condition of the pa- 
tient. Millins’ procedure, although the 
latest in prostatic surgery, is not the last 
word. It can still be improved upon. It 
is not an easy operation, but a trained 
surgeon can master it without difficulty. 
I would not advise a young surgeon to 
resort to this method in the early part 
of his career. 

The medium bar and the middle lobe en- 
largement are best treated by the tran- 
surethral method. The malignant prostate 
probably may be tackled best by the per- 
ineal route. Comparing the suprapubic 
and the retropubic methods I feel certain 
that the latter is superior in every way. 
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The operative shock is minimal, and the 
postoperative convalescence is decidedly 
shorter and smoother. As one must work 
in the deep cavity at the bottom of the 
cave of Retzius, the time taken for the 
actual operation is longer, but from the 
patient’s point of view, which is the prime 
consideration, the operation is ideal. We 
have records of 2 patients aged 83 and 
85, with systolic blood pressure of 190 
and 210 mm. of mercury, who left the 
hospital on the eleventh and the four- 
teenth day respectively after the opera- 
tion, with full control of micturition and 
the suprapubic wound soundly héaled. My 
associates and I have removed the fibrous 
prostate and the calculous prostate under 
direct vision by this route with complete 
satisfaction. I do not hesitate to suggest 
that any nonmalignant prostatic obstruc- 
tion can be removed by this excellent 
procedure. Indeed, it is the operation of 
choice for a large adenomatous gland. If 
Millins’ procedure is not the best possible, 
it is certainly better than the others avail- 
able. 
SUMMARY AND CONCLUSIONS 


1. Retropubic operation is a definite 
advance in prostatic surgery. 

2. The procedure is anatomically 
sound, as no important organs are dis- 
turbed and the gland is reached directly. 

3. Each step of the operation can be 
done under direct vision, and hemorrhage 
can be controlled efficiently. 

4. Postoperative complications are neg- 
ligible, and the period of convalescence is 
smoother. 

5. The hospital stay is greatly reduced. 


RESUME ET CONCLUSIONS 


1. La chirurgie rétropubienne de la 
prostate est un avancement scientifique. 

2. C’est un procéde plus anatomique 
pour atteindre la prostate et |’enlever sans 
étre obligé de blesser des organes voisins. 

3. Chaque manipulation se fait de visu; 
V’hémorragie est facilement contrdlée. 
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4. Les complications post-opératoires 
sont insignifiantes ; les convalescences plus 
agréables. 

5. Le séfour hospitaliser est trés rac- 
courci. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Die retropubische Operation stellt 
einen unbestreitbaren Fortschritt in der 
Chirurgie der Prostata dar. 

2. Anatomisch ist die Operation wohl- 
begruendet, weil keine wichtigen Organe 
gestoert werden und die Druese direkt 
angegangen werden kann. 

3. Jeder einzelne Schritt der Operation 
kann unter Leitung des Auges ausgefuehrt 
werden, und Blutungen koennen wirksam 
kontrolliert werden. 

4. Postoperative Komplikationen spiel- 
en keine Rolle und die Rekonvaleszenz 
verlaeuft glatt. 

5. Der Aufenthalt im Krankenhaus 
kann erheblich abgekuerzt werden. 


RESUMEN Y CONCLUSIONES 


1. La operacién retropibica es un 
adelanto definitivo en la cirugia pros- 
tatica. 

2. Es anat6micamente perfecta, dado 
que la glandula se aleanza directamente 
sin trastorno de ningin 6rgano impo- 
rtante. 

3. Cada tiempo de la operacién puede 
hacerse a la vista y la hemorragia puede 
controlarse directamente. 

4. Las complicaciones postoperatorias 
carecen de importancia y la convalescencia 
tiene lugar sin incidentes. 

5. La estancia en el hospital se acorta 
grandemente. 


Postgraduate Courses 


PHADKE: RETROPUBIC PROSTATECTOMY 


RIASSUNTO E CONCLUSIONI 


1. L’operazione retropubica e’ defini- 
tivamente un progresso nella chirurgia 
prostatica. 

2. Anatomicamente e’ la vera via di 
accesso perche’ organi importanti non 
sono disturbati e la ghiandola e’ raggiunta 
direttamente. 

3. Ciascun tempo operatorio e’ fatto 
sotto controllo visivo e l’emoraggia e’ 
controllata perfettamente. 

4. Le complicazioni post-operatorie 
sono trascurabili e la convalescenza piana. 

5. L’ospitalizzazione e’ di gran lunga 
ridotta. 

SUMARIO E CONCLUSOES 


1. A operacao retroptbica é um defin- 
ido avancgo na cirurgia prostatica. 

2. E’ anatomicamente perferival porque 
orgaos importantes nao sao injuriados e 
a glandula é aleancada diretamente. 

3. Todo tempo operatério pdde ser 
feito sob viséo e a hemorragia pode ser 
controlada eficientemente. 

4. As complicacées pos-operatérias sao 
menores e o perio do de convalescencga é 
mais suave. 

5. A estadia no hospital é grandemente 
reduzida. 
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Total Versus Subtotal Abdominal Hysterectomy 


PAUL S. DOEGE, MLD., F.A.CS., F.L.CS. 
MARSHFIELD, WISCONSIN 


a sincere plea for the exercise of 

greater conservatism with regard to 
the surgical procedure involved in ab- 
dominal hysterectomy. I hope to present 
sufficient evidence against the growing 
tendency to perform total hysterectomy 
as a routine measure, in the removal of 
benign tumors of the uterus. This voguish 
predisposition toward radical operation 
precludes proper consideration of each 
case on its own merits, and can blind the 
surgeon to the advantages of the more 
moderate procedure. 

Personally, I see no justification for 
subjecting a patient to total hysterectomy 
unless there is adequate evidence of oper- 
able malignant tumor, persistent cervic- 
itis that does not respond to treatment, 
or a cervix that shows polypoid growth. 

Most surgeons will wholeheartedly 
agree that the pitfalls encountered in 
total hysterectomy are greater than those 
in the subtotal procedure. Let us consider 
the complication of cystitis due to injury 
of the bladder. Who has not seen this 
postoperative complication with its life- 
time of sequential encumbrances, prevent- 
ing the patient from resuming a normal 
life? Total hysterectomies performed on 
patients with cervicitis are inclined to be 
complicated by infection in the urinary 
tract, as it is well known that the lym- 
phatics which drain the cervix extend up 
to the base of the bladder, and also up- 
ward along the ureters to the pelvis of 
the kidney. Any disturbance of the na- 
tural barriers to infection may contribute 
to most undesirable postoperative compli- 
cations. Regardless of the surgeon’s tech- 
nical brilliance, the very nature of the 
total hysterectomy demands wide dissec- 
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T HE purpose of this paper is to make 


tion and disturbance of the circulation of 
the vesical wall. With such extensive 
stripping maneuvers, performed in order 
to expose the parts to be excised, this wall 
is very apt to become injured. Thus, any 
normal physiologic position or functional 
expansion of the urinary bladder cannot 
be maintained. I believe in preserving the 
cervix and interfering as little as possible 
with the bladder wall. I grant that some 
of the same hazards are present in the 
subtotal hysterectomy, but surely to a 
much slighter degree. 

Cystitis (with urinary residue, which 
increases hospitalization from one _ to 
two weeks, and does not end with dis- 
charge from the hospital), plus frequency 
and painful urination, is certainly no boon 
to a patient with a normal cervix; and 
for a surgeon to undertake such an un- 
warranted procedure merely on the theory 
of “cancer potentiality” is, in my opinion, 
highly unjust to the patient. 

There are other postoperative complica- 
tions which deserve discussion. The fre- 
quency of vaginal prolapse in patients who 
have undergone total hysterectomy is most 
significant. A serious contemplation of 
this disability on its own merits makes 
me apprehensive and dubious as to the 
wisdom of any wholesale adoption of total 
hysterectomy procedures. Medical litera- 
ture is prolific of arguments supporting 
radical surgery in general. The writers 
seem inclined to subordinate all conse- 
quences, no matter how serious or how 
disabling, to the importance of “cancer 
potentiality.” 

In operations on parous women it is not 
always possible to fix the amputated va- 
gina adequately and securely, so as to 
prevent complete prolapse of the vagina 
as a hernial sac through the vaginal ori- 
fice. Adequate fixation of the vaginal 
stump requires sufficient support by broad 
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and round ligaments, which are often 
shortened by surgical section and there- 
fore difficult to suture, securely and with- 
out undue tension, to an already short- 
ened vaginal stump. Obviously, a retained 
cervical stump is a normal anatomic struc- 
ture, to which adequate fixation of the 
broad and round ligaments can be ob- 
tained and maintained for proper func- 
tional support of the pelvic viscera. This 
surgical dilemma and its dire conse- 
quences should have some influence on the 
surgeon’s decision. 

The noticeable increase in the incidence 
of vesicovaginal fistulas is directly at- 
tributable, according to the authors of the 
voluminous current literature on the sub- 
ject, to the increased popularity of total 
hysterectomy. Interference with the nerve 
and blood supply of the bladder during 
operation; clamping or ligating of a piece 
of the bladder wall in the enclosure of the 
vaginal vault, (which results in slough- 
ing) and vesical trauma, are a few of the 
liabilities incurred in “rugged” surgery. 

Parametrial infections and infections 
of the vaginal wall are also deserving of 
discussion in our appraisal of complica- 
tions encountered in total hysterectomy. 
In the presence of fibroids with edema 
and induration about the ovarian liga- 
ment and broad ligament, anything but 
a supravaginal pursuit would indeed be a 
mistake. To break the natural barriers 
to infection in the lower cervical region, 
where the infection may be of long stand- 
ing and of the streptococcic type, would 
undoubtedly precipitate spread of this in- 
fection to the broad ligaments and the 
lymph channels and nodes along the iliac 
vessels, as well as to the regional lymph 
nodes of the groin. This manipulation, 
together with the opening of the infected 
vaginal cavity, combine to produce pro- 
longed induration of the vaginal wall and 
the pelvic floor. When this situation de- 
velops, it can become chronic and may last 
for years, with subsequent perineal pain 
and thickening of the vaginal wall, which 
is conducive to sexual inactivity. 

When the presence of malignant lesions 
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of the cervix, uterus and adnexae is indis- 
putable, then and then only is the sur- 
geon relieved of making any choice be- 
tween the two operations. The complica- 
tions herein described are then of minimal 
importance and should be brushed aside 
for the only acceptable procedure, total 
hysterectomy. It should include the fallo- 
pian tubes and ovaries and the upper por- 
tion of the vaginal canal, which should 
be thoroughly cleaned. The cervical canal 
should be sutured at the external os to 
prevent the escape of malignant cells via 
the canal, with subsequent implantation 
of the disease elsewhere. Of course, the 
patient should have been given preoper- 
ative high voltage roentgen therapy. The 
good results of combining roentgen and 
radium therapy with operation in the re- 
moval of carcinoma of the uterus, cervix 
or cervical stump have been self-evident. 
Apparently the healing and shrinking ef- 
fect of irradiation reduces infection and 
the added risk of peritonitis. Moreover, 
the immediate application of therapy has 
proved most advantageous in cases in 
which the presence of malignant change 
was confirmed by the pathologist after 
the operation. 

The use of the Papanicalaou smear 
should be routine when malignant disease 
is suspected, as it facilitates early detec- 
tion, but there is no diagnostic guarantee 
as conclusive as biopsy or curettage. Wide 
conization of the cervix is best performed 
with a scalpel, so as to avoid desiccation 
of the tissue of the specimen removed. 

I am not overlooking the incidence of 
cancer in the retained stump of the cervix. 
This is not of frequent occurrence; in fact, 
it is surprising to note how few cancers 
of this type occur, in comparison with 
the great number of cancers of the cervix 
which come to attention daily. It is gen- 
erally assumed that there is an incidence 
of about 1 per cent. It is impossible to 
devise any authoritative or accurate fol- 
low-up system for determining the num- 
ber of stump cancers that occur after 
subtotal hysterectomy. A possible 1 per 
cent seems to me almost negligible in the 
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face of the many hazards I have men- 
tioned. On the slim basis of “cancer 
potentiality,” should one automatically 
condemn all patients who need hysterec- 
tomy to the ravages of the total proced- 
ure? It is entirely possible that many of 
these cancers were erroneously diagnosed 
to begin with, and that the tumor or 
adenocarcinoma of the uterine body was 
present at the original operation. What 
is more, we all know that evidence of 
cancer in the retained cervices of hyster- 
ectomized women is considerably less fre- 
quent than in those who have had no 
operation at all. This may be due to the 
fact that there is a tendency of the re- 
tained cervix to atrophy and clear up 
after supravaginal hysterectomy, with 
subsequent disappearance of the formerly 
persistent chronic cervicitis. Indeed, the 
surgeon must be conscientious in his post- 
operative vigilance and impress the pa- 
tient with the necessity of examinations 
at six-month intervals, so as to insure 
early detection of any malignant change 
arising after the supravaginal hysterec- 
tomy. It is no disgrace to have to remove 
a retained cervical stump because of its 
residual inflammatory character at some 
future date. 


TABLE 1.—Analysis of 551 Successive Abdominal 
Hysterectomies at St. Joseph’s Hospital, Marsh- 
field, Wisconsin, 1940-1948 

No. of Cases 


Subtotal hysterectomies 

Total hysterectomies 

Carcinomas of cervical stump 
occurring in 450 subtotally 
hysterectomized patients 


An analysis of some 551 successive 
abdominal hysterectomies from the rec- 
ords of St. Joseph’s Hospital of Marsh- 
field, Wisconsin, has been made. The rec- 
ords were compiled from 1940 to 1948 in- 
clusive. Of these, 450 were subtotal; 101 
were total. 

Out of the 450 patients subtotally 


hysterectomized, cancer of the cervical. 


stump has been discovered in 4. In 1 the 
growth appeared two years after opera- 
tion and was treated with roentgen and 
radium therapy. The patient died six 
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years later. In 1 case the diagnosis was 
made three years after operation; roent- 
gen and radium therapy were given, 
and after two years the patient is living 
and well. The 2 remaining carcinomas of 
the cervical stump were diagnosed three 
and four years after operation. High 
voltage roentgen and radium therapy 
were administered and the cervical stump 
excised. Both patients are living and well, 
and there is reason to believe that they 
are cured. The percentage of carcinoma 
of the cervical stump in this series of 
cases is in the neighborhood of 0.8 per 


cent. 


TABLE 2.—Analysis of 450 Subtotal Hysterecto- 
mies at St. Joseph’s Hospital, Marshfield, 
Wisconsin, 1940-1948 

Num- Per- 


Postoperative Diagnosis ber centage 


Leiomyoma of uterus 
Fibrosis of uterus 
Prolapse, leiomyoma 
and ovarian Cyst 
Endometriosis 
Ovarian cyst 
Salpingitis 
Functional bleeding 
Adhesions 
Ectopic pregnancy 
Placenta praevia with 
hemorrhage 


Of the 459 subtotally hysterectomized 
women, 58 per cent showed leiomyomas 
and 10 per cent fibrosis of the uterus. The 
remaining 32 per cent showed evidence 
of endometriosis, ovarian cysts, salpingi- 
tis and functional bleeding. 


TABLE 3.—Analysis of 101 Total Hysterectomies 
at St. Joseph’s Hospital, 
Wisconsin, 1940-1948 
Num- Per- 
ber centage 
Leiomyoma with cervicitis 
Fibrosis of uterus with 
chronic cervicitis 
Leiomyoma with cervical polyp.. 
Endometriosis, fibroid and 
chronic cervicitis 
Leiomyoma, ovarian cyst and 
chronic cervicitis 
Carcinoma of fundus of uterus.. 
Carcinoma of uterus with fibroids 
Carcinoma of cervix 


) 
2) 30.6 
3) 


In the 101 cases of total hysterectomy 
leiomyoma was the predominating feature, 
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TABLE 4.—Analysis of Complications in 551 Hysterectomized Patients 


Cystitis, some with 
Residual urinary retention at discharge........... 
Average stay in hospital (days)..............4.. 
GNG TMPENGING. .... 
Chronic induration of parametrium and vaginal wall 
Morbidity: temperature through 6th day.......... 


Mortality 


occurring in 31 per cent of the cases. 
There was a 30 per cent incidence of 
carcinoma of the cervix and fundus and 
a 22 per cent incidence of fibroids of the 
uterus with chronic cervicitis. The re- 
maining 17 per cent showed evidence of 
leiomyoma, ovarian cyst, endometriosis 
with fibroids and chronic cervicitis. 

In analyzing the complications of hys- 
terectomized patients, one observes from 
Table 4 that cystitis is the most frequent 
postoperative disorder. Residual urinary 
retention runs a close second. In the total 
hysterectomy series, the residual urine 
complication exceeded its incidence in sub- 
total hysterectomy by 9 per cent, and the 
stay in the hospital was three days longer. 
Induration of the parametrium and vagi- 
nal wall, distressing to the patient, has 
never been found in our series of sub- 
total hysterectomies. 

We have been so fortunate as to have 
had not one single case of vesicovaginal 
fistula, rectovaginal fistula, or kinked, cut 
or tied ureter, which we certainly would 
have had if we had resorted to total hys- 
terectomy on the slightest provocation. 
We are equally fortunate to have a mor- 
tality rate of zero. This we attribute to 
our conservative type of surgery and to 
the splendid cooperation of the medical 
department in preparing these patients 
for surgical intervention. 


SUMMARY 


All comparative analyses of total and 
subtotal hysterectomy which I have found 


Total Subtotal 
Hysterectomy Hysterectomy 
No. % % 
39 38.64 96 20.13 
11 10.98 6 1.55 
17 14 
5 4.97 22 5.22 
4 3.96 0 0 
Betenions 1 0.99 3 0.64 
0 0 0 0 
0 0 0 0 
Soniwcaens 0 0 0 0 
Increased Less 
Slotehictsiers 0 0 0 0 


in the literature are disconcerting, the 
statistics being hopelessly confused and 
obviously not telling the whole story. If 
one were to accept the comparative mor- 
bidity and mortality rates reported, one 
could only conclude that total hysterec- 
tomy is the better procedure. However, 
on a more exhaustive investigation it be- 
comes evident that the figures do not take 
into account the fact that many subtotal 
hysterectomies are performed on the as- 
sumption that the patient could not 
tolerate the rigors of the total operation. 
That is to say, patients with serious pelvic 
inflammatory conditions and _ necrotic 
tumors with a subsequent high mortality 
potentiality are much more apt to be 
treated conservatively via the supravagi- 
nal method, thereby confusing any bases 
of comparison. Actually the mortality 
rates show very little difference between 
the two types of operation. 

Total hysterectomy has gained a not 
altogether justifiable popularity, so that 
many a perfectly normal cervix has come 
under the knife needlessly, only to mul- 
tiply the frequency of vesical trauma, 
kinked, cut or tied ureters, vaginal pro- 
lapse, vesicovaginal or rectovaginal fis- 
tula, infections of the parametrium and 
the vaginal wall and many other compli- 
cations. In the hands of the expert, the 
patient may be spared some of these com- 
plications, but in my opinion total hyster- 
ectomy performed as a routine measure 
is both presumptuous and ill-advised. 


2 : 


RESUME 


Toutes les compilations que je trouve 
dans la littérature comparant les mérites 
respectifs de l’hystérectomie totale et 
Vhystérectomie sub-totale donnent des 
statistiques déconcertantes et sont un 
exposé confus et incomplet. Si on acceptait 
leurs taux comparatifs de morbidité et 
de mortalité, on serait mené a la seule 
conclusion que l’hystérectomie totale est 
la meilleure technique. Mais si on regar- 
de plus loin, il est évident que ces chiffres 
ne prennent pas en considération le fait 
que plusieurs subtotales sont pratiqueés 
en assumant que les patientes ne pour- 
raient tolérer une hystérectomie totale. 
C’est-a-dire que les patientes avec une 
sérieurs inflammation pelvienne ou une 
tumeur nécrotique, et dont le taux de 
mortalité possible est trés élevé, méritent 
le traitement plus conservateur qu’est la 
subtotale. Ceci rend confuse toute com- 
paraison. En fait, actuellement, le taux 
de mortalité ne différe pas beaucoup entre 
les deux types d’opération. 

L’hystérectomie totale s’est acquis une 
popularité non toujours justifiable parce 
que bien des cols utérins parfaitement 
sains ont passé sous le couteau, parce que 
l’on rencontre beaucoup plus de vessies 
traumatisées, d’uretéres coudés, coupés ou 
ligaturés, de prolapsus vaginaux, de 
fistules vésico- ou recto-vaginales, d’in- 
fection du paramétre et des parois 
vaginales et beaucoup plus d’autres com- 
plications. On ne rencontrera pas toutes 
ces complications si le chirurgien est un 
expert; mais je crois que l’hystérectomie 
totale pratiquée comme une routine est 
excessive et mal indiquée. 


ZUSAM MENFASSUNG 


Alle vergleichenden Analysen von 
totalen und _ subtotalen Gebaermutter- 
resektionen, die ich in der Literatur ge- 
funden habe, sind irrefuehrend. Die 
Statistiken befinden sich in einem Zustand 
hoffnungsloser Verwirrung und ergeben 
offenbar nur eine unvollstaendige Dar- 
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stellung der Verhaeltnisse. Wuerde man 
die in den Berichten vorliegenden Ver- 
gleichszahlen der Morbiditaet und der 
Sterblichkeit als Tatsachen hinnehmen, so 
koennte man nur zu dem Schluss kommen, 
dass die totale Gebaermutterresektion das 
bessere Verfahren waere. Eine sorgfaelti- 
gere Untersuchung jedoch ergibt deutlich, 
dass diese Zahlen die Tatsache ausser acht 
lassen, dass viele subtotale Gebaermutter- 
resektionen ausgefuehrt werden, weil man 
annimmt, dass die Kranke den Anstren- 
gungen einer Totaloperation nicht ge- 
wachsen sei. Das bedeutet, dass Kranke 
mit schweren Beckenentzuendungen und 
nekrotischen Geschwuelsten, von denen 
eine hohe Mortalitaet erwartet werden 
muss, viel eher konservativ mit der supra- 
vaginalen Methode behandelt werden. 
Damit wird jede Basis fuer einen Ver- 
gleich zerstoert. In der Tat besteht zwi- 
schen den beiden Formen der Operation 
nur ein sehr geringer Unterschied in der 
Sterblichkeitsquote. 

Die totale Gebaermutterresektion er- 
freut sich einer durchaus nicht zu recht- 
fertigenden Beliebtheit. Daher kommt es, 
dass in vielen Faellen ein voellig normaler 
Gebaermutterhals unnoetigerweise geop- 
fert wird, und das Ergebnis ist ein An- 
wachsen des Auftretens von Blasenschae- 
digungen, Knickungen, Durchschneidun- 
gen oder Abbindungen der Harnleiter, von 
Scheidenvorfaellen, Blasenscheidenfisteln, 
Mastdarmscheidenfisteln, Infektionen des 
Parametriums und der Scheidenwand und 
von vielen anderen Komplikationen. Die 
Hand des Erfahrenen wird der Kranken 
manche dieser Komplikationen ersparen. 
Meiner Meinung nach aber ist es ueber- 
trieben und unratsam, die totale Gebaer- 
mutterresektion als routinemaessiges Ver- 
fahren anzuwenden. 


RESUMEN 


Se consideran desconcertantes todos los 
analisis comparativos de histerectomia to- 
tal y subtotal encontrados en la literatura, 
siendo las estadisticas desesperadamente 
confusas y sin mencionar verdaderamente 
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la historia completa. Si se aceptan los 
indices comparativos de morbilidad y mor- 
talidad dados a conocer, podria concluirse 
solamente que la histerectomia total es el 
mejor procedimiento. Sin embargo, una 
investigacion mas exhausta proporciona 
la evidencia de que en las cifras no se toma 
en cuenta el hecho, de que muchas histerec- 
tomias subtotales se efectian en virtud de 
que la paciente no resistiria la operacién 
radical. Pacientes con serios estados in- 
flamatorios pélvicos y tumores necréoticos, 
con un alto potencial de mortalidad consi- 
guiente, son mas adecuadas de tratarse 
conservadoramente con el método supra- 
vaginal, de donde confusion en cualquiera 
base de comparacién. Actualmente, los 
indices de mortalidad muestran muy poca 
diferencia entre los dos tipos de operacioén. 

La histerectomia total ha ganado una 
popularidad no enteramente justificable, 
ye que muchos cuellos perfectamente nor- 
males han sido extirpados sin necesidad, 
multiplicando solamente la frecuencia del 
trauma vesical, lesiones ureterales, pro- 
lapso vaginal, fistula vesicovaginal a rec- 
tovaginal, infecciones del parametrio y la 
paredo vaginal y muchas otras complica- 
ciones. En manos del experto pueden evi- 
tarse algunas de estas complicaciones, pero 
el autor opina que la histerectomia total 
en forma rutinaria es excesiva y esta 
mal indicada. 


RIASSUNTO 


Tutti gli studi comparativi intorno 
all’isterectomia totale e subtotale che io 
ho trovato in letteratura sono sconcertanti 
essendo le statistiche irremediabilmente 
confuse e di conseguenza non veritiere. Se 
uno dovesse accettare le cifre comparate 
di morbidita’ e mortalita’, dovrebbe 
concludere che l’isterectomia totale é il 
miglior procedimento. Ma ad una investi- 
gazione accurata emerge che le cifre non 
tengono in conto il fatto che molte isterec- 
tomie subtotali sono eseguite in considera- 
zione del fatto che la paziente non potrebbe 
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sottostare la severita’ di una totale. Cio’ 
significa che le pazienti con serie condizioni 
infiammatorie pelviche e tumori necrotici 
e conseguentemente con una alta mortalita’ 
operatoria in potenza, sono piu’ atti ad 
essere trattati conservativamente con una 
isterectomia sopravaginale, confondendo 
in tal modo le basi di ogni studio co- 
mparativo. Attualmente i tassi di mortalita’ 
mostrano una’piccola differenza fra i due 
tipi di operazione. L’isterectomia totale 
ha guadagnato una non giustificata popo- 
larita’ cosicché un collo perfettamente 
normale é innecessariamente escisso, sola- 
mente per moltiplicare la frequenza del 
trauma vescicale, angolature, recisioni o 
legature degli ureteri, prolapsi vaginali, 
fistole vescico o retto-vaginali, infezioni 
del parametrio e delle pareti vaginali e 
molte altre complicazioni. 

Nelle mani di esperti, il paziente puo’ 
essere risparmiato da queste complicazioni, 
ma nella mia opinione |’isterectomia totale 
praticata come una misura di routine é 
eccessiva e mal suggerita. 
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Eduttorial 


In the January issue of the Journal 
appeared an editorial beginning ‘The sec- 
ond half of the twentieth century has 
opened upon a period of great promise 
in the history of the International Col- 
lege of Surgeons. Never before has there 
been so strong and all-pervading an in- 
terest in the fulfillment of College ideals 
and the world-wide extension of College 
membership and facilities.” 

If these statements called for any more 
substantial evidence than was already ap- 
parent even to casual observation, the re- 
cent Assembly in Chicago of the United 
States and Canadian Chapters has sup- 
plied it. The intrinsic strength inherent 
in the principles on which the College is 
founded, the soundness and integrity of 
its academic and ethical standards, and 
the high quality of its membership have 
been reaffirmed in every particular. Re- 
soundingly acclaimed by surgeons of dis- 
tinction all over the world, honored by 
civil and governmental authorities every- 
where, hailed as a supremely valuable ex- 
ponent of international good will and im- 
partial dissemination of scientific knowl- 
edge, this organization now stands on 
ground beyond the reach of the devil’s 
advocate. It has nothing to conceal and 
nothing to defend, and is therefore free to 
devote all its energies to the work for 
which it was conceived and created. 

The Chicago Assembly brought forth 
emphatic approval of the policies that 
govern this work, as well as obvious con- 
firmation of their soundness. Surgeons of 
established ability, denied other organiza- 
tional outlets by this or that technicality, 
have always an opportunity to prove their 
merit to the International College of Sur- 
geons and be welcomed into the privileges 
and responsibilities of membership; the 


College Activities 
A REPORT OF PROGRESS 


sole disqualification is failure to meet the 
admittedly high standards of the College. 
In 1946, by a unanimous vote of the 
House of Delegates, the Surgical Quali- 
fication Board was established to evaluate 
the credentials of all candidates for 
Certified Fellowship. The purpose of 
this Board is “to encourage both men 
and women to make themselves ex- 
ceptionally proficient in the art and sci- 
ence of surgery and its allied specialties.” 
Certification for fellowship is based on 
“impartial determination of the personal 
qualifications, professional ability, and 
mastery of the art and science of sur- 
gery ...to maintain the highest stand- 
ards of surgical skill.”” There is therefore 
no question of age, sex, race, nationality, 
religious affiliation or political influence; 
whether admission to fellowship is ac- 
corded by examination or by merit other- 
wise established, merit alone is the College 
criterion. Admission by merit is an un- 
usual if not a unique advantage offered 
by the International College of Surgeons, 
which, almost alone among organized pro- 
fessional groups of any kind, sets due and 
proper value upon wisdom gained by ex- 
perience. Many fine surgeons, highly 
skilled as a result of years of devoted, 
conscientious practice—men who have 
rightly placed the welfare of their pa- 
tients above their personal advancement 
and aggrandizement—are eligible for cer- 
tification by merit. They must prove title, 
of course, and by no small measuring- 
rule; in other words, they must be equal 
in ability and character to those who enter 


- by examination. It goes without saying 


that many of these men are not only equal 
but outstanding, and the College is 
honored by their participation. The im- 
portance of actual operative experience is 
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Main entrance to the Home of the International College of Surgeons, 1516 Lake Shore Drive, Chicago. 
The College Home has lately been enlarged and its future facilities expanded by the purchase of a 
second fine mansion at 1524 Lake Shore Drive. 
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Library of the College Home, with part of the class of 1951 taking written examinations for 
admission to Fellowship in the College. 


in some danger of sinking out of sight 
in an overspecialized, superacademic sci- 
entific regime. The International College 
of Surgeons, convinced that its disappear- 
ance can have none but evil results, has 
constituted itself a defender of first prin- 
ciples and the patient’s well-being. 

All candidates for certification in the 
United States Chapter must be citizens 
of the United States and members of the 
American Medical Association and of the 
state and county medical societies of their 
respective localities. Their moral and 
ethical records must bear the closest pos- 
sible scrutiny. Each must be a graduate 
of a medical school recognized by the 
Council of Medical Education and Hos- 
pitals of the American Medical Associa- 
tion. 


Candidates for certification by exami- 
nation must have completed an intern- 
ship of not less than a year in a hospital 
approved by the Council on Medical Edu- 
cation and Hospitals of the American 
Medical Association and must give evi- 
dence of surgical training of not less than 
three years in addition. This training may 
be acquired in any of several ways 
(Journal, January 1951). Each candidate 
must submit a list of his scientific publi- 
cations, accompanied by reprints if pos- 
sible. He must also submit a complete 
record of all surgical procedures per- 
formed by him for at least one year prior 
to his application for Certified Fellow- 
ship. Finally, he must show that his prac- 
tice has been limited to surgery or a sur- 
gical specialty for at least three years. 
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Candidates for certification by merit, 
in addition to meeting the requirements 
aforementioned as applying to all appli- 
cants, are required to have practiced sur- 
gery as a specialty, with distinction, for 
ten or more years, and to have demon- 
strated beyond question their skill and 
fitness as surgeons. Any certificate issued 
by the Board is subject to revocation by 
the unanimous action of the Board when- 
ever the Board shall determine that a 
candidate is guilty of misrepresentation 
of facts on his application, or has become 
disqualified since its receipt through vio- 
lation of the code of ethics of the American 
Medical Association. 

Evaluation of the candidate’s creden- 
tials is among the responsibilities of the 
Executive Council, the Qualification Board 
and the Examining Committee. It is con- 
ducted systematically and on a strictly 
impartial basis, on principles carefully 
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worked out and established in advance. 
The general high quality, both personal 
and professional, of College membership 
today, bears witness to the scrupulous at- 
tention to all relevant details that charac- 
terizes the work of these College officials. 

Regents: The Board of Regents is listed 
on Page 498, followed by photographs of 
its members. These well known surgeons 
give gladly and freely of their time and 
talents to the task of maintaining the 
standards and increasing the effectiveness 
of College activities. The energy and effi- 
ciency of their efforts and those of their 
equally distinguished predecessors in office 
is in large part responsible for the growth 
of the International College and its world- 
wide influence toward higher professional 
standards. By study, by frequent con- 
ference and by perpetual alertness to the 
fluctuating demands of what is probably 
the most demanding profession in the 


Oral clinical examination conducted at Cook County Hospital, Chicago. 
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Council meeting to evaluate credentials of candidates for Fellowship. 


world, they integrate the many-faceted 
program of endeavor into a symmetric 
whole. 


Women’s Auxiliary: The Women’s Aux- 
iliary sustains a prominent role in the 
activities of the United States Chapter 
and is an important contributor to Col- 
lege amenities. The Sixteenth Annual 
Assembly was marked, as always, by the 
attendance and participation of these de- 
voted and gracious partners in College 
endeavor. 

This section of the Journal is de- 
voted to an exposition, both factual and 
pictorial, of the College and its activities, 
including the recent Assembly. The illus- 
trations have been selected to take the 
reader, as it were, on a conducted tour of 


the College, from examinations and or- 
ganizational conferences in the beautiful 
and dignified College Home on Lake Shore 
Drive in Chicago through a typical an- 
nual Assembly which, although officially 
an Assembly of the United States and 
Canadian Chapters, was attended and 
participated in by distinguished surgeons 
from many other countries. 

All in all, the International College of 
Surgeons seems in good health, good heart, 
good form and increasing prosperity. The 
individual presentations on the Assembly 
Program were memorable for their con- 
ciseness, completeness, timeliness and ap- 
plicability to modern surgical problems. 
Most of them of course, will appear as 
original articles in this Journal. 
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Organization luncheon of Women’s Auxiliary, United States Chapter, 
International College of Surgeons. 


Women’s Auxiliary tea at the College Home. 
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The Assembly 


the United States Chapter, with the 

Canadian Chapter an equal partici- 
pant, was held at the Palmer House in 
Chicago on September 10 through 13, 
1951, with a registration of over four 
thousand. A scientific program of remark- 
able diversity and excellence was pre- 
sented, including special features offered 
by the Sections of Urology, Obstetrics 
and Gynecology, Ophthalmology and 
Otorhinolaryngology, Orthopedics, and 
Occupational and Plastic Surgery. An 
outstanding scientific motion picture 
program was arranged by a_= spe- 
cial committee. A new feature of import- 
ance was the Premiere of the Film Forum. 
Scientific exhibits were offered by another 
special committee headed by Dr. William 
Carpenter MacCarty Sr., F.I.C.S. (Hon.), 


[the Sixteenth Annual Assembly of 


of the Mayo Clinic and including Dr. 
Claude J. Hunt, F.A.C.S., F.1.C.S., of 
Kansas City, Missouri, and Mr. Harold 
R. Heberlein of the Jackson Clinic, Madi- 
son, Wisconsin, who served as business 
director. The technical exhibits, under the 
direction of Mr. William J. Burns of Lans- 
ing, Michigan, included contributions 
from many major pharmaceutical firms, 
manufacturers of surgical instruments 
and equipment, and medical and surgical 
book publishers. 

Premiere of Film Forum: This initial 
session was held in the Grand Ballroom 
of the Palmer House, which was packed 
to capacity. Dr. Louis A. Buie, F.I.C.S. 
(Hon.), of the Mayo Clinic, served as mod- 
erator. The speakers were Dr. Harry E. 
Bacon, F.A.C.S., F.1.C.S., of Temple Uni- 


Panel discussion of acute intestinal obstruction held at the Palmer House on Wednesday, Sept. 12, 


1951. Participants (left to right), Dr. 


Herbert Acuff, F.A.C.S., F.I.C.S., Dr. Arnold S 


Jackson, 


F.A.C.S., F.LC.S., Dr. Thomas Noble Jr., F.1.C.S., Dr. Philip Thorek, F.A.C.S., F.I.C.S., Dr. Guy 
Pontius, F.A.C.S., Dr. Franklin I. Harris, F.A.C.S., F.1.C.S., Dr. George Curtis, F.A.C.S., F.1.C.S., and 
Dr. Lloyd Netto, F.I.C.S. 
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versity, Philadelphia; Dr. Lester R. Drag- 
stedt, M.S., Ph.D., F.A.C.S., of the Uni- 
versity of Chicago; Dr. Samuel F. Mar- 
shall, F.A.C.S., of the Lahey Clinic, Bos- 
ton, and Dr. Willis J. Potts, F.A.C.S., 
of Northwestern University. 

Each speaker exhibited and commented 
upon his film, after which there was a 
period for questions and discussion. The 
Technic of Abdominoperineal Proctosig- 
moidectomy Without Colostomy and with 
Preservation of the Sphincter Muscula- 
ture was presented by Dr. Bacon; Supra- 
daiphragmatic Gastric Vagotomy for Pep- 
tic Ulcer: The Abdominal Approach, by 
Dr. Dragstedt. Drv. Marshall’s title was 
Gastric Resection for Postbulbar Ulcer, 
and Dr. Potts spoke on Surgical Division 
of Patent Ductus Arteriosus. 

” The enthusiasm with which these pres- 
entations were received is evidence of the 


Dr. Louis A. Buie, Mayo Clinic, Moderator, Film 
Forum Premiere. 
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Dr. Harry E. Bacon, Temple University, Phila- 
delphia, Film Forum Premiere speaker. 


Dr. Samuel F. Marshall, Lahey Clinic, Boston 
Film Forum Premiere speaker. 


rapidly increasing importance of the film 
technic to the spread of technical surgical 
knowledge. We may look forward with 
confidence to growth and expansion in this 
field. 

The Banquet: The Grand Ballroom of 
the Palmer House was also the scene of 
the annual banquet, which was held on 
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the evening of Wednesday, September 12. 
The speaker of the occasion was Mr. A. 
Lawrence Abel, M.S. (London) ; F.R.C.S. 
(England), F.I.C.S. (Hon.), of London, 
England, who addressed the Assembly on 
What Is Happening in Britain—Fact and 
Fiction. The complete text of Mr. Abel’s 
stimulating and thought-provoking ad- 
dress will be found on Page — et seq. 
Convocation: The always moving and 
impressive ceremonies of Convocation 
took place in the Chicago Civic Opera 
House, with admission of close to a thou- 
sand members to the College of Surgeons. 


Dr. Lester R. Dragstedt, University of Chicago, 
Film Forum Premiere speaker. 


mall 


Dr. Willis J. Potts, Northwestern University, 
Chicago, Film Forum Premiere speaker. 
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New memberships in the International 
Chapters were granted to surgeons from 
Austria, Brazil, Colombia, Cuba, Egypt, 
England, France, Germany, Guatemala, 
Haiti, Iran, Israel, Japan, Lebanon, New 
Zealand, Pakistan, Thailand, the Nether- 
lands, and the Philippines. 


Canadian Fellowships: Candidates for 
Fellowship in the Canadian Chapter were 
inducted by Dr. Lyon H. Appleby, Presi- 
dent of the Canadian Chapter. 

Dr. Raymond W. McNealy, F.A.C.S., 
F.I.C.S., opened the meeting. 

Dr. Herbert Acuff, F.A.C.S., F.I.C.S., 
of Knoxville, Tennessee, President of the 
International College of Surgeons, ad- 
ministered the pledge to the candidates. 
The Convocation was addressed by Dr. 
Henry W. Meyerding, President of the 
United States Chapter, and by the Founder 
of the College. The speaker of the eve- 


Dr. Max Thorek, Founder of the International 
College of Surgeons, speaks at Convocation. 
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ning, Senator Estes Kefauver of Ten- 
nessee, was introduced by Dr. Acuff. 
Senator Kefauver spoke on The Americu 
of Tomorrow. The complete text of the 
address is included in this issue, begin- 
ning on Page 513. 


Honorary Fellowships Awarded: Hon- 
orary Fellowships were conferred as fol- 
lows: 


A. Lawrence Abel, M.S., F.R.C.S. (Eng.), 
London, England; Member, Council, 
Royal College of Surgeons; Senior Sur- 
geon, The Princess Beatrice Hospital; 
Senior Surgeon, The Gordon Hospital 
for Rectal and Gastro-Enterological 
Diseases; Surgeon, The Royal Cancer 
Hospital. 

Presented by Dr. Karl A. Meyer, 
F.A.C.S., F.1.C.S., Chicago, Illinois and 
Dr. Raymond W. McNealy, F.A.C.S., 
F.I.C.S., Chicago, Illinois. 


Dr. Henry W. Meyerding, President, Unite: 
States Chapter, addresses Convocation. 
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George E. Armstrong, Major General 
(M.C.), United States Army, Washing- 
ton, D.C., F.A.C.S., The Surgeon Gen- 
eral, United States Army. Former 
Theater Surgeon, China-Burma-India; 
Theater Surgeon, China; Legion of 
Merit; American Defense Service 
Medal; Army Commendation Ribbon; 
Chinese Cloud Banner with Ribbon; 
Chinese Honorary Nobility Medal; 
Chinese Legion of Honor and Order of 
the Crown of Italy (Commandership). 

Presented by Dr. William Wayne 
Babcock, F.A.C.S., F.I1.C.S., Philadel- 
phia, Pennsylvania, and Dr. Lyon H. 
Appleby, F.R.C.S. (Eng.), F.R.C.S. 

(Can.), F.A.C.S., F.1.C.S., Vancouver, 

B.C., Canada. 


Giuseppe Bendandi, M.D., F.I.C.S., Pro- 
fessor of Surgical Pathology, Clinical 
Surgery and Traumatology, Postgrad- 
uate School, Faculty of Medicine, Uni- 
versity of Rome; Secretary Italian and Mr. A. Lawrence Abel (right), London, England. 
Roman Surgical Societies; Editor-in- 
Chief of “Chirurgia Thoracica” and 
Gazzetta Internazionale di Medicina e 
Chirurgia.” 

Presented by Dr. Clement L. Martin, 
F.A.C.S., F.I.C.S., Chicago, Illinois, and 
Dr. Max Leopold Brody, F.A.C.S., 
F.I.C.S., Boston, Massachusetts. 


William L. Benedict, M.D., F.A.C.S., Ro- 
chester, Minnesota; Emeritus Professor 
of Ophthalmology, Graduate School of 
Medicine, University of Minnesota, 
Mayo Foundation; Emeritus Head of 
the Section on Ophthalmology, Mayo 
Clinic; Consultant, American Board of 
Ophthalmology Executive Secretary- 
Treasurer, American Academy of Oph- 
thalmology and Otolaryngology; First 
Honorary Life Member, Philippine 
Ophthalmological and Otolaryngological 
Society; Vice-President, National So- 
ciety for the Prevention of Blindness; 
Secretary General, Seventeenth Inter- 
national Congress of Ophthalmology; 
Awarded Leslie Dana Medal, 1950. “a 

Presented by Dr. Henry W. Meyer- Major General George E. Armstrong, M.D. 
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nesota and Dr. Paul C. Craig, F.A.C.S., 
F.I.C.S., Reading, Pennsylvania. 


Conrad Berens, M.D., F.A.C.S., New York 
City; Professor of Clinical Ophthal- 
mology New York University; Attend- 
ing Surgeon, lst Ophthalmological Di- 
vision, French Hospital; Executive 
Ophthalmic surgeon and Pathologist, 
New York Eye and Ear Infirmary; As- 
sociate Visiting Surgeon, Ophthalmo- 
logical Service, Bellevue Hospital; Con- 
sulting Surgeon in Ophthalmology, Wil- 
lard Parker Hospital; Consulting Oph- 
thalmologist, New York Infirmary for 
Women and Children and Woman’s 
Hospital. 

Presented by Dr. John G. Bellows, 
F.A.C.S., F.I.C.S., Chicago, Illinois, and 
Dr. Oscar B. Nugent, F.A.C.S., F.I.C.S., 
Chicago, Illinois. 


; Joel T. Boone, Vice-Admiral (M.C.), 
Prof. Dr. Giuseppe —— (center), Rome, United States Navy (Rtd.), Washing- 
y 


ton, D.C., D.S.C., F.A.C.S., Chief Med- 
ical Director, Veterans Administration. 
Former Physician to Presidents Hard- 
ing, Coolidge and Hoover; physician to 
White House, 1929-33; Senior Medical 
Officer, U. S. Naval Air Station, San 
Diego, Calif.; Commanding Officer, 
U. S. Naval Hospital, Seattle; Executive 
Secretary and Commander, Medical and 
Hospital Service, Armed Forces; Pres- 
ident, Association of Military Surgeons; 
Army and Navy Legion of Valor, Con- 
gressional Medal of Honor, Distin- 
guished Service Cross, 5 citations Silver 
Star, 3 awards Purple Heart, Victory 
Medal with 6 Battle Clasps, World War 
I, Croix de Guerre with 2 palms, Of- 
ficier, Legion of Honor; Order of Four- 
ragere (France), War Cross (Italy). 
Presented by Dr. Moses Behrend, 
F.A.C.S., F.1.C.S., Philadelphia, Penn- 
sylvania, and Dr. A. H. Whittaker, 
F.A.C.S., F.I.C.S., Detroit, Michigan. 


Francisco Martin Lagos, M.D., Madrid, 
Spain; Professor of Surgical Pathology, 


Faculty of Medicine, University of 
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Madrid; Member, Executive Council of 
Scientific Investigations, Madrid; Vice- 
President, Spanish Association of Sur- 
geons; Director and Founder, Revista 
Espanola de Cirugia Traumatologia y 
Ortopedi; President, Spanish Chapter, 
International College of Surgeons. 
Presented by Prof. Dr. Francisco 
Grana, F.A.C.S., F.I.C.S. (Hon.), Lima, 
Peru, and Dr. Harry E. Bacon, F.A.C.S., 
F.I.C.S., Philadelphia, Pennsylvania. 


William Randolph Lovelace, II, M.D., 
F.A.C.S., F.1.C.S., Albuquerque, N. M.; 
Chairman, Armed Forces Medical] 
Policy Council, Washington, D. C. Head, 
Section of Surgery and Member Board 
of Governors, Lovelace Clinic, Albu- 
querque, N. M.; Member, Board of 
Trustees, Lovelace Foundation for Med- 
ical Education & Research; Col. Army 
Air Force, World War II; Distinguished 
Flying Cross, Air Medal and 3 combat 
stars; Legion of Merit; Army Commen- 
dation Ribbon, Royal Order of the 
Sword (Sweden); Special Consultant 
to Air Force; graduate of Harvard, 
M. S. Surgery; Fellow of Mayo Foun- 
dation for Medical Education; formerly 
Chief of Surgery Section, Mayo Clinic; 
member Institute of Aeronautical Sci- 
ences; co-winner, Collier Trophy 
Award, 1941. 

Presented by Dr. Harry A. Oberhel- 
man, F.A.C.S., F.1LC.S., Chicago, IlIli- 
nois, and Dr. Max Thorek, F.A.C.S., 
F.I.C.8S., Chicago, Illinois. 


H. Lamont Pugh, M.D., Admiral, (M.C.), 
United States Navy, Washington, D. C.; 
Surgeon General, United States Navy. 
Former, Chief of Surgical Service, 
Naval Hospitals at Pear] Harbor, T. H., 
San Diego, Calif., Bethesda, Maryland; 
Assistant Chief, Bureau of Medicine 
and Surgery; Professional Attendance 
at Mayo Clinic, Lahey Clinic, Royal 
Victoria Hospital (Montreal), St. Luke’s 
Medical Center (Tokyo), clinics of 
Vienna. 

Presented by Dr. George M. Curtis, 
F.A.C.S., F.1.C.S., Columbus, Ohio, and 
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Dr. Conrad Berens (left), New York City, New 
York 


Dr. John A. Kennedy accepting Honorary Fellow- 
ship for Vice-Admiral Joel T. Boone, M.D., 
U.S.N. (retired), Washington, D. C. 
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Dr. Francisco Martin Lagos (left), Madrid, Dr. Grant E. Ward — Baltimore, Mary- 
an 


pain 


Dr. William Randolph Lovelace II (center), 
Albuquerque, New Mexico 


Dr. Horace E. Ayers, F.A.C.S., F.1.C.S., 
New York, New York. 


Leonard Andrew Scheele, M.D., F.A.C.S., ‘ ‘ 
Washington, D. C., The Surgeon-Gen- 
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eral, United States Public Health Serv- 
ice; Formerly Field Medical Director, 
Medical Division, Office of Civilian 
Defense; Public Health Branch, U. S. 
Army in Africa, Italy and S.H.E.A.F.; 
Director National Cancer Institute; 
Commander, Ohio River Valley Water 
Sanitation Committee, Head, Depart- 
ment of Army Nutrition Mission to 
Germany; Legion of Merit; Croix de 


geon, Johns Hopkins 
Hospital and Surgeon- 
in-Charge, Tumor 
Clinic. 
Presented by Dr. 
Arnold S. Jackson, 
F.A.C.S., F.1.C.S., Mad- 
ison, Wisconsin, and 
Dr. Max Cutler, 
F.A.C.S., F.1.C.S., Chi- 


Guerre, Gran Official Orden Carlos Fin- Dr. Charles cago, Illinois. 

lay (Cuba) ; Commenda nell ‘Ordine dei Mayo Mone. 

S. S. Maurizo Lazzaro (Italy). Rochester, Charles W. Mayo, M.D., 
Presented by Dr. Custis Lee Hall, i F.A.C.S., Rochester, 

F.A.C.S., F.I.C.S., Washington, D.C., Minnesota, Associate 

and Dr. Virgil T. DeVault, F.A.C.S., Professor of Surgery, Mayo Founda- 

F.I.C.S., Washington, D.C. tion; Graduate School; Member, Board 


of Governors, Mayo Clinic; Member, 
Grant E. Ward, M.D., D.Sc., F.A.CS., Board of Trustees, Carleton College; 


Baltimore, Maryland; Associate Profes- Colonel M.C., A.U.S.; Order of the 

sor of Surgery and Oral Surgery, Uni- Crown of Italy, 1939. 

versity of Maryland; Associate Profes- Presented by Dr. Arnold S. Jackson, 

sor of Surgery, Johns Hopkins; Sur- F.A.C.S., F.I.C.S., Madison, Wisconsin, . 


and Dr. Henry W. Meyerding, F.A.C.S., 
F.I.C.S., Rochester, Minnesota. 


4 


Dr. Leonard Andrew Schiele (center), Surgeon- 
General, U.S. Public Health Service, Washing- Induction of Canadian Fellows by Dr. Lyon H. 
ton, D. C. Appleby, President of Canadian Chapter 


511 


3 
aL 
: 
Re: 
4 
. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS OCTOBER, 1951 


Dr. Max Thorek conferring Fellowship on Dr. Dr. Acuff conferring Fellowship on Dr. Bochana 
Shigero Sakikabana of Tokyo, Japan O-Sothong of Siam 


Dr. Acuff conferring Fellowship on Dr. Soichi Dr. Acuff conferring Fellowship on Dr. Kampee 
Yanaga of Tokyo, Japan. Mallikamas of Siam 
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Convocation Address 


The America of Tomorrow 


THE HON. ESTES KEFAUVER, UNITED STATES SENATOR FROM TENNESSEE 


When my fellow Tennessean and your 
distinguished president, Dr. Herbert 
Acuff, invited me to address this body, he 
gave me as a subject “America of To- 
morrow.” That subject, Dr. Acuff said, 
should give me sufficient elbow room. I 
should be able to roam the field, without 
limitations, and develop those topics which 
I choose. 

It is an intriguing thought, this Amer- 
ica of tomorrow, but as I contemplated it, 
I realized that it is a very difficult subject. 
What will the America of Tomorrow be 
like? We can roam through fantasy, and 
romp through space and have a generally 
delightful time as amateur prophets. But 
the cold logic of the situation is that we 
Americans of today cannot fashion the 
American of tomorrow in a vacuum. For 
we Americans of today live in the World 
of today—and that, within itself, will have 
a profound effect on what the America of 
tomorrow will be like. 

We live in a world which is suspicious 
and not a little frightened. We live in a 
world in which science has outstripped 
the ability of man, and of the institutions 
—which man has erected—to control the 
developments of science. We live in a 
world in which an aggressor nation is 
again abroad, and has already succeeded 
by force and by subversion in bending the 
wills of one-third of the peoples of the 
world to its will. 

We live in a world in which we, through 
no choosing of our own, have become the 
leader of the nations who are devoted to a 
free and a democratic way of life, of the 
nations which respect the dignity of man. 

Yet we live in a world in which none 
of the old ways for the leader to act is 
sufficient to meet the conditions that exist 
today. We cannot act as the British did, 
in the Nineteenth Century, when through 
their power at sea they imposed the Pax 
Britannica on the world. We cannot act 
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as the Romans did in the late Pagan and 
early Christian worlds when, through 
their power at arms, they gave the world 
the Pax Romana. 

No, we live in a world in which leader- 
ship must employ much more than power 
alone—much more than just the ability to 
impose one’s will upon the rest of the 
world through force. This is a compara- 
tively new situation in the field of world 
affairs. But this is the position in which 
we Americans find ourselves in the middle 
of the Twentieth Century. It is a great 
responsibility—but it is a marvelous chal- 


Senator Estes Kefauver of Tennessee delivers 
Convocation address 
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lenge. I, for one, am happy that I am 
living through this period which the his- 
tory books, I feel sure, will record as the 
period in which the United States either 
saw and accepted and mastered its chal- 
lenge, or failed to do that and faded from 
the scene. Since ours is a young, a vigor- 
ous nation, I do not think that we are yet 
old enough soldiers to fade. I believe that 
history will record us on the positive side. 

A part of the fight that we are in today 
is one for men’s minds and imagination. 
In this, I think that we Americans are 
well equipped. For we are the original 
revolutionaries. I always feel as though 
I personally am being robbed of a heritage 
when I see the Soviet posing before the 
oppressed peoples of the world as a 
revolutionary. 

In a manner of speaking, they had a 
revolution. They transferred control from 
an autocracy to a dictatorship. But look 
at the revolution we had. With no wealth, 
with no army, and with no navy—but with 
the real and true love of liberty and free- 
dom in our hearts—our little nation of 
thirteen struggling colonies challenged and 
beat the greatest empire the world had 
known. Having done this we established 
a philosophy of government in which men 
and their minds would be free. In his 
inaugural address in 1801, Thomas Jeffer- 
son, then assuming the office of President 
of this infant Republic, said: 

“If there be any among us who would 
wish to dissolve this union, or to change 
its republican form, let them stand un- 
disturbed as monuments of the safety with 
which error of opinion may be tolerated 
when reason is left free to combat it.” 

Thomas Jefferson, remember, was then 
President of the union—but he demanded 
that the right to disagree be protected 
even for those who thought there should 
be no union. It took the soul of a real 
revolutionary to do this. Contrast this 


with what happened in the Soviet, where 


the slightest deviation from party policy 
means banishment. 

Here also—in contrast to the Soviet— 
we have kept free the fields in which you 
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gentlemen are preeminent—the fields of 
science and of medicine. As a result great 
progress has been made—because you gen- 
tlemen, by nature, require a free world in 
which to explore—free horizons for your 
minds to wander in search of the truths 
of science. 

Because we are fortunate enough to 
have this background of freedom of in- 
quiry in science and medicine, we are en- 
tering this new phase of our existence as 
a nation in the world with a great ad- 
vantage over our dictator neighbors who 
have suppressed freedom of inquiry. The 
reason for this is simple. I said at the 
beginning that we cannot approach our 
position of world leadership in the tradi- 
tional eighteenth century manner of armed 
might—that this is also a battle for the 
minds of men. Because this is true, our 
medical men have put in our hands a price- 
less asset in our dealing with other coun- 
tries and peoples. The medical profession 
is making a big and important contribu- 
tion to the foreign relations of the United 
States. It may be of more substantial 
benefit than that made by politicians and 
diplomats. 

What is this contribution? It is the 
fact that today we know how to prevent 
most of the diseases that ravage more than 
a billion of the world’s people. We know 
how to prevent epidemics of smallpox, 
typhus and cholera. We know how to wipe 
out malaria and typhoid, for all practical 
purposes. 

We not only have this knowledge, we 
are applying it in a practical way in some 
twenty-five countries of Latin America, 
Africa, Asia, and even in some parts of 
Europe, where preventive medicine is rel- 
atively advanced. 

Today there are American health mis- 
sions in Southeast Asia, Greece and Tur- 
key, under the Economic Cooperation Ad- 
ministration—the ECA. 

Today there are American health mis- 
sions under the Point 4 program working 
in seventeen countries of Latin America, 
in Liberia and Iran. The total number 
of Americans working in these missions— 
doctors, nurses and sanitarians—is small; 
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gentlemen are preeminent—the fields of 
science and of medicine. As a result great 
progress has been made—because you gen- 
tlemen, by nature, require a free world in 
which to explore—free horizons for your 
minds to wander in search of the truths 
of science. 

Because we are fortunate enough to 
have this background of freedom of in- 
quiry in science and medicine, we are en- 
tering this new phase of our existence as 
a nation in the world with a great ad- 
vantage over our dictator neighbors who 
have suppressed freedom of inquiry. The 
reason for this is simple. I said at the 
beginning that we cannot approach our 
position of world leadership in the tradi- 
tional eighteenth century manner of armed 
might—that this is also a battle for the 
minds of men. Because this is true, our 
medical men have put in our hands a price- 
less asset in our dealing with other coun- 
tries and peoples. The medical profession 
is making a big and important contribu- 
tion to the foreign relations of the United 
States. It may be of more substantial 
benefit than that made by politicians and 
diplomats. 

What is this contribution? It is the 
fact that today we know how to prevent 
most of the diseases that ravage more than 
a billion of the world’s people. We know 
how to prevent epidemics of smallpox, 
typhus and cholera. We know how to wipe 
out malaria and typhoid, for all practical 
purposes. 

We not only have this knowledge, we 
are applying it in a practical way in some 
twenty-five countries of Latin America, 
Africa, Asia, and even in some parts of 
Europe, where preventive medicine is rel- 
atively advanced. 

Today there are American health mis- 
sions in Southeast Asia, Greece and Tur- 
key, under the Economic Cooperation Ad- 
ministration—the ECA. 

Today there are American health mis- 
sions under the Point 4 program working 
in seventeen countries of Latin America. 
in Liberia and Iran. The total number 
of Americans working in these missions— 
doctors, nurses and sanitarians—is small: 
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Luncheon in honor of Senator Kefauver. 


perhaps a few hundred. But the impact 
of their work is tremendous. 

These few hundred American medical 
people are just ordinary Americans— 
with a pioneer spirit. The great majority 
of them are working at the village level, 
helping to train their opposite number in 
those countries, helping to teach modern 
ideas of health and public service. 

This is a new kind of American di- 
plomacy. In this field you will find a young 
fellow—a brilliant young doctor—from 
the state of Washington, working with 
Iranian doctors in setting up village 
clinics. You will find an experienced medi- 
cal man from Philadelphia, heading up the 
health and sanitation mission of the In- 
stitute of Inter-American Affairs in Bra- 
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zil. You will find a sanitary engineer 
from Rock Island, Illinois, on Point 4 
work for the Institute in Ecuador. And 
you will find another native of Illinois, 
from Riverdale, advising our Latin Amer- 
ican neighbors in the essential field of 
health and vital statistics. At this mo- 
ment, a young lady from North Carolina, 
a major in the Public Health Service, is 
on her way to the Middle East to teach 
nursing and midwifery. These are just a 
few of many examples I could cite. 

In the hearts of thousands of Euro- 
peans, there is one phase of the Marshall 
Plan which strikes deeper than all the 
dollars that we, in America, are investing 
in their nations’ future. 

They talk about it—not in the language 


: 


if high finance or economic recovery— 
but in the more personal terms of life and 
death, sickness and health. 

To these people, a vial of penicillin 
rushed from the United States, an injec- 
tion of American-made streptomycin, or 
the presence of an American iron lung 
tells the story of the Marshall Plan better 
than the American machinery in their 
workshops or the American food on their 
tables. 

Countless men, women and children 
throughout Western Europe owe their 
lives to these and other ECA-financed 
medicines and laboratory instruments. 
Since the beginning of the European Re- 
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covery Program, about $34,115,000 worth 
of medicinal and pharmaceutical prepara- 
tions, and about $9,142,000 worth of sci- 
entific and professional instruments have 
reached the hospitals and homes of the 
critically ill in Marshall Plan countries. 

Now, I am happy to say, Western Eu- 
rope is beginning to produce its own peni- 
cillin, streptomycin and other antibiotics 
in fairly large quantities. In fact, most 
participating nations have made great 
strides in the manufacture of medicine, 
although of course they are still far from 
self-sufficient. 

It was the thought of such developments 
as these that made me oppose in my votes 
and arguments the cuts recently imposed 
by the Senate in the economic assistance 
part of the mutual security program. Just 
as these nations—our friends—are mak- 
ing headway in the production of their 
own medicines, they also are making head- 
way in the production of their own guns. 
The economic assistance program is just 
what its name implies—assistance to our 
friends in the world to stand on their own 
feet. When they can, they will most cer- 
tainly assist us in firmly resisting en- 
croachments on the free world. 

However, to continue with discussion 
of the part that men of medicine are 
playing in the new diplomacy of the world 
today, I am reminded of the launching, 
as a result of the United States sug- 
gestion, of the World Health Organization 
in the United Nations. 

The constitution of the World Health 
Organization may well be regarded by 
future historians as one of the most dar- 
ing international agreements of this era, 
ranking with some of the work of Thomas 
Jefferson in his era. Among the unusual 
features of this document is the preamble, 
a statement of principles which the signa- 
tory governments agreed “are basic to the 
happiness, harmonious relations, and se- 
curity of all peoples.” 

Several of these principles are of par- 
ticular interest. In adopting them, the 
members of the World Health Organiza- 
tion pushed forward the traditional hori- 
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zons of health toward which man has 
struggled through the ages and at the 
same time affirmed the close interrelation- 
ship of health with social and economic 
conditions. 

The first of these principles is a new 
definition of health: 

“Health is a state of complete physical, 
mental, and social well-being and not 
merely the absence of disease or infirm- 
ity.” 

From the statement of such a goal, the 
following principles evolve logically: 

“The enjoyment of the highest attain- 
able standard of health is one of the fun- 
damental rights of every human being 
without distinction of race, religion, politi- 
cal belief, economic or social condition.” 

“The health of all peoples is funda- 
mental to the attainment of peace and 
security and is dependent upon the fullest 
cooperation of individuals and states.” 

“Unequal development in different coun- 
tries in the promotion of health and con- 
trol of disease, especially communiable 
disease, is a common danger.” 

Thus it is obvious that health has be- 
come recognized as a major factor in eco- 
nomic and social progress through the 
world—and thus in the preservation of 
peace. The objectives of such a concept 
spring from two basic social aims, both 
characteristic of western societies. The 
first is the preservation of human life. 
The second is economic well being. 

The World Health Organization, like its 
parent institution, the United Nations, is 
one of mankind’s most stupendous efforts 
to date to put into practice the ideals of 
brotherhood and faith in the fundamental] 
goodness of human beings. 

The fact that American doctors, free of 
government domination and secure in 
the traditional doctor-patient relationship, 
have led the world in these health develop- 
ments should be the answer to those critics 
who seek to destroy our kind of system 
through a system of socialized medicine. 

The steps in the field of health are ex- 
amples of the type of positive foreign pol- 
icy that I think we in America should 
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have. We have become the leaders of the 
world—not through choice but through 
history. It is time for us to lead. We 
should lead toward a body of international 
law, vigorously and intelligently enforced 
by all freedom-loving nations. 

Within the family of nations there now 
exist enough free societies to outweight 
the aggressors if they would but use their 
power of justice and intelligence, and if 
we trust our own mature weapons of 
justice and intelligence, of medicine and 
science, and use them as forcefully as the 
aggressors use their primitive weapons 
of armed might. 

What should such a body of law encom- 
pass? And how should it be enforced? 
The answers to both these questions are 
already astir in the hearts of millions who 
will not settle for less than their faith in 
that ideal society. This vision has already 
expressed itself in noble experiments here 
and there. 

Enough such experiments toward a 
body of civilized international law have 
been tested to give us vision and conviction 
to proceed. 

We in the United States have seen rep- 
resentatives of the family of nations sit 
down at conference tables and thrash out 
their problems. We have seen the power 
of world opinion force would-be aggressors 
to sit down and submit themselves to these 
conferences. 

We have seen authoritarian states sub- 
mit to the majority will of nations. When 
the General Assembly voted down the veto 
of the Soviet Union, and thwarted Russia 
remained within the United Nations, it 
was a historic day in the progress of 
mankind. Twenty years ago, Germany 
and Japan walked out of the League of 
Nations when thwarted. Today, the power 
of world opinion has become so strong 
that even the toughest aggressor thinks 
twice before flouting it. And before this 
world opinion, we, the free and progres- 
sive nations, have everything to gain. The 
strong-arm men of jungle force have 
everything to lose. 

We have seen the beginnings of a world 
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court of justice. We have seen individual 
aggressors tried, convicted and executed 
for their crimes against the family of na- 
tions. The simple clauses of international 
law behind the Niiremberg trials can be 
the beginnings of a body of law which 
will one day be most helpful in freeing 
us from the threat of renegade aggressors. 

Recently we have seen one man success- 
fully crusade for an international treaty 
against brute aggression. Dr. Lemkin, of 
the law school of Yale University, has 
persisted against terrific odds to get his 
Genocide Treaty ratified by the United 
Nations. Briefly, genocide—race murder 
—means killing or inflicting bodily harm 
or hardship to weaken the _ physical 
strength of any group. And the treaty 
provides punishment for such crimes 
against humanity. Broadly interpreted, 
this treaty outlaws the brutal stock-in- 
trade of every aggressor group or nation. 
The humanitarian power of world opinion 
was so skillfully used that even Soviet 
Russia dared not oppose the treaty, and 
voted with the rest of us for its ratifica- 
tion. 

This treaty is so well constructed that 
it passed all arguments before the New 
York Bar Association. It was recom- 
mended in a resolution by that body for 
ratification by the United States Congress. 

It is up to us to see that this convention 
is ratified by our Congress. For by our 
example others may be encouraged to give 
this humanitarian treaty reality. 

It also is up to us in the Senate to see 
that the new Japanese peace treaty and 
security arrangements are ratified with- 
out undue delay or haggling. This peace 
treaty is a fine example of how well we 
can succeed when we apply real bipartisan- 
ship to our foreign policy. I believe that 
we have in the Japanese nation, the most 
westernized people in the Far East, a 
potentially trustworthy friend. 
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Finally, it is our duty to the world to at 
least explore the plan which I and a num- 
ber of my colleagues proposed in our At- 
lantic Union resolution. It has become 
obvious to me that the peoples of good will 
in the world should be united in a much 
closer union than exists today. The At- 
lantic Union resolution proposes that the 
President call a conference of repre- 
sentatives of those nations that signed 
the Atlantic Pact to determine how 
far they think their respective na- 
tions can go in forming a federal union 
upon the principle that the states in the 
United States formed a federal union. 
This conference would be purely explora- 
tory—but it is a step in the direction we 
must go if we are to have peace, with 
liberty, in the world. 

We have made much headway through 
the United States, the Atlantic Pact, and 
the proposed Pacific Treaty offers great 
hope. Little by little, the nations whose 
people believe in freedom, but who are 
strong enough to repel aggression if nec- 
essary, are getting together, becoming 
more closely united. Let’s hope that unity 
by law for our mutual protection can come 
faster. Good neighbors, when menaced 
by gangsters, meet, agree on laws for pro- 
tecting themselves from the lawless ele- 
ments. It’s time we took further steps 
to do this in the free international neigh- 
borhood. To lead and show the way in 
this direction is America’s greatest chal- 
lenge. 

If we do so, then I think we will have 
the kind of America of Tomorrow of 
which you and I will be proud—one in 
which our freedoms, our liberties, our 
sense of the worth of the individual man, 
will be safe and secure. I think that we 
shall meet this challenge, which is his- 
tory’s greatest challenge for America and 
for the world. 
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Banquet Address 
What Is Happening in Britain— Fact and Fiction 


A. LAWRENCE ABEL, M.S., LONDON; F.R.C.S. (ENGLAND) F.I.C.S. (HON.) 
LONDON, ENGLAND 


If we leave it to the evolutionists to 
guess where we came from and to the 
theologians to prophesy where we are go- 
ing, we still have left for consideration 
the fact that we are here, and that we are 
here at a most interesting time. 

Of all the centuries this is the most 
interesting century; of all the decades of 
the century this is the most interesting 
decade; and of all the years of the decade 
this is the most interesting year; and of 
all the months of the year this is the most 
interesting month; and of all the nights 
of the month this is the most interesting, 
the best, the unique night. 

I have the very great honor to speak 
to you of what is happening across that 
little pond, the Atlantic ocean, which sep- 
arates your back yard from mine. I am 
no politician but merely a humble member 
of the medical profession working hard at 
practical surgery in the heart of London, 
and doing much voluntary service on the 
Councils of the Royal College of Surgeons 
of England and of the British Medical 
Association, so I know you will not expect 
too much. 

I have premised and do sincerely main- 
tain that this is an isolated, a solitary and 
never-to-be-repeated, perhaps a never-to- 
be-forgotten, in fact a unique occasion— 
and for several reasons: It is unique for 
me as a foreigner to be allowed the floor on 
such an auspicious evening; it is unique in 
that it has never happened to me before, 
and I can see Dr. Thorek making a mental 
note that it shall never happen again. It 
is unique to have so many distinguished 
surgeons of your great country meeting 
together voluntarily to study problems the 
solution of which will mean health, happi- 
ness, yes and life itself, to many hundreds 
nay thousands of our fellow countrymen, 
and of generations yet unborn. It is unique 
because we are living at a time of conflict 
between vastly differing ideologies in the 


world of politics, finance and religion. It 
is unique because our two nations, who 
have stood together side by side through 
two devastating wars—one against Prus- 
sian imperialism and the other against the 
attempt of the Nazis and Fascists at world 
domination—once again find themselves 
shoulder to shoulder in our strong deter- 
mination to resist aggression and remain 
free men no matter what the cost. 

I would remind you that in Hitler’s 
book ‘Mein Kampf,” he said, “If I and my 
regime are destroyed my ideology will still 
continue.” It is surely not overstating 
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the case to say that it is the continuation 
of this ideology that makes it more than 
ever necessary for the English-speaking 
nations, and all others who love freedom 
and liberty, to maintain the closest friend- 
ship, affection and collaboration. 

It is unique in that Great Britain has 
had six years of socialism and the so- 
called “welfare state,” and three years of 
nationalized or socialized medicine. Many 
there are who believe that control by the 
bureaucracy of many industries and es- 
pecially of medicine is not in the best in- 
terests of the nation, and I should like to 
disentangle some of the stark realities of 
the welfare state from the colorful and 
illusive pictures which are so often 
painted. 

Before turning to the medical aspects 
of my theme I would like to give you some 
impressions of the welfare state in its en- 
tirety, and to try to estimate its effects 
upon my fellow-countrymen. 

I feel sure you will agree that our two 
nations have been brought so close to- 
gether in the last two wars that we under- 
stand each other well enough to be per- 
fectly frank. When Dr. Charles Mayo 
was speaking at a combined Anglo-Amer- 
ican meeting two years ago, he referred 
to England as the Mother Country. You 
can imagine how that remark stuck in my 
memory. Coming as it did from the lips 
of such a great American, it brought tears 
to my eyes and a lump to my throat. 

In the first place, I would ask you to 
remember that the welfare state is the 
object of fierce and continuous party polit- 
ical strife. It is as much a part of day- 
to-day party politics in London as the 
policies of Mr. Acheson seem to be in 
Washington. As you know, the labor 
government was elected in 1945 and is 
still in power. The welfare services were 
part of its platform, and it is claimed that 
they were necessary. The conservatives, 


on the other hand, said and still say that 


the nation was doing well anyway, and 
the controversy still continues. Nothing 
has happened to make either party change 
its point of view, though many conserva- 
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tives believe that certain aspects of the 
welfare state have come to stay. They 
criticize it in that they think it was un- 
necessary in the first place, that it has 
been executed in a wasteful and imprudent 
manner, and that it is having a bad effect 
on our national habits of thought and ac- 
tion. The conservative politicians, like all 
politicians, frequently express their ideas 
loudly and emphatically, and sometimes 
exaggerate. Therefore, on the whole, the 
loudest critics tend to be the least reliable. 
But this does not mean that they are al- 
ways wrong; and it certainly does not 
mean that there is nothing wrong with 
the state itself. It is, however, important 
to avoid strident and inaccurate methods 
of pleading. From the point of view of 
the medical services, the people who know 
most about it—the public and the doctors 
—can seldom make themselves heard as 
clearly as they would wish. 

Many complain that the welfare state 
has accustomed us to being looked after, 
to expecting that the government or the 
municipality or the housing department 
or the education committee is obliged to 
solve our personal problems whenever they 
arise and threaten to baffle us. This is 
rather an unfair statement of a fair com- 
plaint. It would appear that we have 
grown accustomed not to being looked 
after so much as to getting something 
without seeming to have to pay for it. 

In theory the welfare state is easy and 
fair for all, but no one who has ever tried 
to get a license to build or the right form 
on which to apply to the right authority 
for permission to keep chickens will ever 
admit that the welfare state makes things 
easy for its citizens. It is just as difficult 
to obtain from the authorities such bene- 
fits as extra milk, when milk is rationed, 
or a better house, to which the ailing and 
the needy are supposed to be entitled. 
The welfare state itself, in fact, imposes 
on its citizens many arduous pursuits— 
pursuits after forms and permits and li- 
censes which tax their ingenuity and 
stamina. 

One of the most serious and real troubles 
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is that the object of all these endeavors 
is to acquire some privilege for which one 
has not paid. In actual fact, of course, 
the privileges and the free milk for the 
children now and the new houses we may 
get in ten or fifteen years have been 
bought and are being bought by the nation 
as a whole at an extravagant price. We 
pay the highest taxes we can ever remem- 
ber in peace time, and still many contrive 
to delude themselves, when it comes to 
their turn in the queue, that someone 
else, some mysterious benefactor, is doing 
the paying. This, of course, is a terrible 
delusion. 

We are still perplexed as to whether it 
is dangerous as well as stupid. Man has 
trained himself throughout the ages to 
expect to receive from life in proportion 
to what he puts into it. As a result of 


insidious propaganda, the masses are be- 
ing trained to expect to receive something 
for nothing, but I doubt if there is a bigger 
proportion of my countrymen than of 
yours who have fallen a prey to this idea. 


The acquisition of a state of mind in which 
you maintain that the world owes you a 
living in return for little or nothing, is 
insidious, corrupt and dangerous. There 
is little doubt that many of my country- 
men have acquired this state of mind since 
1945. I believe, however, that they con- 
stitute no more than a small parasitic 
minority ; indeed I am sure that the British 
nation as a whole is still determined today, 
as it always has been, to earn its own 
living by its own hard work. 

Has this determination been weakened? 
We have had two bitter disappointments. 
In the first place, we felt in 1945 that the 
war was over. We were reluctant to admit 
even to ourselves that our Russian allies 
—whose arms our sailors had supplied, 
and who had shared with us the rigors of 
battle on the mainland—were no better 
than the enemy we had managed to de- 
feat together. We were, therefore, not a 
little discouraged after a long and weary- 
ing war to learn that conscription would 
have to be maintained in peace time, and 
that our efforts during nearly six years of 
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war had failed to bring peace and pros- 
perity to our little island even for a year 
or two—that almost immediately we, to- 
gether with yourselves and the other 
United Nations, had to engage in a fresh 
war in Korea. 

Another cause for disappointment was 
to find that our investments—the money 
we had risked on new ventures in new 
continents—had all been sold to keep our 
ships moving, our aircraft in the air, and 
our soldiers supplied with munitions. But 
it had to be done, and we should do it 
again. We had hoped that the prosperous 
days of 1938 would return, and that we 
might quickly build up our homes, our 
churches, our colleges, and our cities once 
more. It was not pleasant and still is not 
pleasant to have to submit still to some 
food rationing and to be allowed once a 
week only a small portion of beef, equal 
to half one of the juicy steaks I have been 
enjoying in America. 

Our disappointments appeared perma- 
nent until the American nation, in the 
guise of the Marshall Plan, lightened our 
hearts as they had not been lightened since 
the defeat of the axis powers. Words can 
never express, as from one nation to an- 
other, what your timely aid meant, and 
our hearts were lightened once again when 
we managed to dispense with Marshall aid 
some nine months ago. At any moment 
we should have been able to stand on our 
own feet, to balance our budget, as has 
always been our wont, but unhappily the 
burdens of rearmament are beginning to 
strain our already fragile economy. In 
spite of all this, I do not believe that there 
is any lessening of our determination, but 
if there is, it is neither serious nor perma- 
nent. Any signs you see in us of war ex- 
haustion and disappointment are not nec- 
essarily all due to the welfare state, or to 
any lasting change in the British charac- 
ter, and I am sure that my nation would 
respond as it did in 1940 to any military 
challenge. 

The threat of enslavement is still clear 
and obvious enough to both our countries. 
This threat comes both from the outside 
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and from within. If it came from without 
it would unite my countrymen together 
and (may I say) our countrymen more 
firmly than Hitler and Mussolini ever 
thought possible, and more firmly than it 
has ever done before. 

The threat of enslavement from within 
is more insidious but equally dangerous. 

As I have told you, I am no politician— 
nor have I any business connections—and 
I therefore quote to you some remarks of 
Mr. Gibson Jarvie, the President of the 
United Dominion Trust, Limited, and one 
of the financial magnates of the city of 
London in a speech on the government’s 
dividend freeze—a few weeks ago. 

He said: “In the ‘bad’ old days, we did 
get good coal at low prices; we exported 
vast quantities: and there was ample la- 
bor. Today under nationalization and the 
‘planners’ we are woefully short of coal 
and the coal we get is of bad quality and 
our exports comparatively speaking are 
negligible. We have actually been import- 
ing coal. Under nationalization gas and 
electricity supplies are more costly and 
less reliable. The inefficiency of British 
transport services—railways and road— 
has become a joke, but it is a costly and 
tragic joke. The theoretical planner has 
proved a very expensive and _ useless 
luxury. 

“World history has proved again and 
again, and is proving every day, that the 
individual is more important than the 
state; that prosperity and greatness can 
only follow when there is enterprise, per- 
sonal ambition, personal responsibility, 
independence and freedom; that competi- 
tion is essential: that good work justifies 
good reward, and that the reward—or 
much of it—must be retained by those who 
have earned it. There must be incentives. 
We need strong men today, men of courage 
and quality and with principles, but in the 
welfare state such men meet only discour- 
agement, frustration and rank injustice. 

“Serious as are the apparent conse- 
quences of the chancellor’s speech on our 
economy, it has a still more serious aspect. 
I refer to the fact that the chancellor’s 


OCTOBER, 1951 


statement of intention—to which he de- 
mands immediate response—has no sanc- 
tion in law—yet! The chancellor’s de- 
mand, if we accept it, is an attempt at 
government by arbitrary pronouncement. 
Government by arbitrary pronouncement 
is a direct threat to constitutional practice 
and to our very freedom. It is a threat 
we cannot afford to ignore if freedom and 
law are to persist in this country. 

“We need a government which will un- 
derstand that freedom is a prime essential 
in any prosperous country, and that, there- 
fore, controls of all kinds must be reduced 
to the absolute minimum and discontinued 
entirely when conditions permit. It must 
govern for the nation as a whole and not 
for any class, and must recognize the 
value of thrifty individuals and of pros- 
perous companies, and never seek popular- 
ity by pandering to the thriftless and shift- 
less. We need a government which will be 
equally strong in facing the enemy at 
home as the enemy abroad, reckless of 
party or personal consequences. Granted 
such a government, I have faith in the 
early recovery of the country; in the re- 
establishment of its greatness and its in- 
fluence in international affairs.” 

In this connection I should like to quote 
some words often attributed—though I 
believe erroneously—to Abraham Lincoln: 

You cannot bring about prosperity by 
discouraging thrift. 

You cannot strengthen the weak by 
weakening the strong; 

You cannot help the wage-earner by 
pulling down the wage-payer. 

You cannot further the brotherhood of 
man by encouraging class hatred. 

You cannot help the poor by destroying 
the rich. 

You cannot keep out of trouble by 
spending more than you earn. 

You cannot build character and courage 
by taking away men’s initiative and 
independence. 

You cannot help men permanently by 
doing for them what they could and 
should do for themselves. 
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As I see most of this through the medi- 
cal aspects of the welfare state, I wish 
to dwell on this in greater detail than on 
the more general aspects. 


The Medical Aspects of the Welfare 
State.—First let us review the conditions 
of medical care over the earlier part of the 
last half century. Fifty years ago private 
practice flourished for the well-to-do, but 
the vast majority of the people were in the 
industrial or working classes with no aid 
available for family doctor services. Vol- 
untary hospitals, however, provided good 
specialized services without charge to the 
patient, when hospitalization became nec- 
essary. Some family doctors saw a pa- 
tient and provided medicine for the equiva- 
lent of twenty or even ten cents an inter- 
view. Some doctors looked after a com- 
munity as a club and received fifty cents 
or less per annum from each household— 
including medicines. Sometimes a com- 
munity of miners, for example, paid one 
penny apiece per week, i.e., less than 
seventy-five cents a year to cover all medi- 
cal care for the worker and his family. 


There were many different local arrange- 
ments, but most were bad with the doctors 
working long hours for poor pay. In 1911 
the National Health Insurance Act came 


into force. This provided that in return 
for a few pence a week all industrial work- 
ers earning up to $750 a year were insured 
for medicine and family doctor services. 
This covered about ten million out of the 
forty million total population. The doctor 
received $1.50 per annum for each patient 
on his “panel” or “list.” The benefits were 
increased early in the last war to include 
those earning up to $1,200 a year, and all 
others engaged in war work. This meant 
that family doctor services were available 
to some twenty million out of a population 
of forty-eight million. During this time 
the doctor’s fees varied at the whim of 
the government and reached $2.50 a year 
for each person for whom he was respon- 
sible. 

You will see, therefore, that up to 1948 
less than half the population was provided 
with family doctor services, but no help 
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was provided by the government for seri- 
ous illnesses requiring hospitalization. Of 
course there were many voluntary hospi- 
tals and some municipal hospitals. These, 
however, were adequate, and although 
most hospital finances were “in the red” — 
which was good psychology—I know of no 
case in which the patient suffered from 
lack of proper facilities. 

As far back as 1909 and on many sub- 
sequent occasions the profession—through 
the British Medical Association—pub- 
lished plans for an improvement in the 
medical services for the nation. Many 
fundamental principals were detailed. For 
example: 

“The first essential is not institutional 
but personal service.” “The relations be- 
tween doctor and patient are so intimate 
that both doctor and patient rightly resent 
any outside interference. Such interfer- 
ence is bad for the doctor, and worse for 
the patient. It is bad for the doctor be- 
cause his whole training, and the tradi- 
tions of his profession, tend to foster the 
idea of personal responsibility, and this 
can be undermined only at the risk of 
rendering the doctor less efficient. It is 
worse for the patient because he is a sick 
person, whose cure depends very largely 
on complete confidence in the doctor, and 
this confidence is built up to a great extent 
on psychological factors which are dis- 
turbed by the intrusion of outside agen- 
cies. 

“There is no more reason why any third 
party should come between the patient and 
his medical adviser than between the in- 
dividual and his spiritual adviser.” 

Another statement we made twenty-one 
years ago was, “The patient should be able 
to feel that the doctor is his doctor, acting 
whole-heartedly and independently on his 
behalf.” This is of especial interest today, 
when there is a threat to make the doc- 
tor’s remuneration dependent upon eco- 
nomy in prescribing. 

Similarly, with reference to political in- 
terference, we said: “Experience in other 
countries shows the danger of outside in- 
terference taking a political form. In 
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some European countries it is not un- 
known for the selection of doctors to be 
governed by political reasons and for the 
system to be made the play of party poli- 
tics. In this country such a tendency is 
not known, and would be fought, as ab- 
horrent to every professional ideal and 
contrary to the interests of the com- 
munity.” 

In comparing the national health in- 
surance with other European systems, we 
maintained that in many ways it was a 
superior and certainly a more contented 
service, because “the management and 
control of the professional side of the work 
and the disciplining of doctors have been 
entrusted to the profession itself.” We 
emphasized that in order to secure an effi- 
cient service the profession should “exer- 
cize collective responsibility.” 

The same plan also stressed the fact 
that “the desire of even poor people to 
provide for themselves is a deeply rooted 
and laudable instinct which should always 
be encouraged.” Today this is not only 
being discouraged, it is being completely 
destroyed. 

The need for liaison between general 
practitioners and consultants was also 
realized at that time, as the report says: 
“It is essential to increasing efficiency 
that as many doctors as possible should 
be able to take part in hospital work, and 
should be encouraged to do so.” 

In 1936 the “Hospital policy of the As- 
sociation” was published and laid down as 
fundamental that there should be accom- 
modation in all districts for the treatment 
of patients by family doctors. In con- 
tradistinction to this, few of the smaller 
hospitals where family doctors can treat 
their own patients now remain. 

The Cold Hand of Bureaucracy.—The 
British Medical Association has called at- 
tention for many years to the undesirabil- 


ity of direct government control in so per-. 


sonal a service as medicine. It has ex- 
pressed the view that the intrusion of 
politics and the “cold hand” of bureau- 
cratic control might be disastrous and 
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inimical to the wise and humane adminis- 
tration of a personal service. 

Through all these schemes emphasis was 
continually laid on the need for the medi- 
cal services to be evolved gradually, step 
by step, “by adaptation, augmentation, 
and reorientation of existing services,” 
and for improvements to be brought in 
by evolution and not by revolution. 


I have said enough to show that up to 
the middle of the last war it was in the 
main we ourselves who made plans; in- 
deed, one might wonder if we have not 
been guilty of too much planning. How- 
ever, few, if any, outside the profession 
took any notice. 

It was only during and since the last war 
that the various governments began to 
formulate bigger and bigger plans, en- 
tailing greater and greater control of the 
medical services and of the medical per- 
sonnel of the nation. 

In July 1948 the National Health Serv- 
ice Act came into operation. Its main 
structure is that the minister of health is 
responsible for all provisions for the care 
of the sick. The service is available to 
100 per cent of the population, whether 
British, foreign or visiting. Everyone 
may choose his family doctor under the 
scheme—or not as he pleases—and sign 
on his list. The Doctor orders drugs on 
a special form and they are provided free 
on presentation of the form to a druggist. 
The Doctor may order free dental and 
ophthalmic treatment except under certain 
conditions of which I will tell you later. 

The patient can be admitted to a gov- 
ernment hospital free of all enquiries and 
charges. No doctor or patient is forced to 
join the service, but 98 per cent of the 
population have joined the scheme, as well 
at 95 per cent of the doctors. 

We can now pass on to ask ourselves, 
what are the differences between the 
evolutionary ideas of our own profession 
and the plans forced down our throats by 
the politicians? 

First, the difference between the poli- 
ticians’ and the profession’s planning has 
been that the politicians demanded a med- 
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ical Utopia overnight. Before the advent 
of the National Health Service the pro- 
fession was doing its best, and better than 
in many other countries, to meet the major 
needs of the population with the re- 
sources it had. It never claimed to do the 
impossible. No one can provide Utopia 
overnight. The politicians guaranteed to 
provide anything and everything for any- 
body and everybody. They promised the 
earth, and cannot deliver it. Now that 
they have proved that they are unable to 
give what they said they would, their 
policy has failed. 

Secondly, I must remind you of some 
points in the philosophy of the “welfare 
state’ which have been incorporated in 
the planning of the National Health 
Service. 

In the first place, we must recognize that 
all politicians, of whatever shade of opin- 
ion, have promised ‘‘free” medical care for 
the whole nation. They took expert ad- 
vice on what a comprehensive service 
would cost, and the figure, not obtained 
through the profession, was $600,000,000 
a year. We know that last year the cost 
of the service approached $1,500,000,000, 
so “free” medical treatment has become 
one of the most expensive items of the 
budget and a source of jeopardy to the 
national economy. It has meant that the 
medical services, which were working very 
well before, now cost infinitely more, and 
that the finances have gone seriously 
wrong. Even today, after three years of 
the N.H.S., many people do not realize 
that their medical care is costing them far 
more than it did before. They do not 
realize that the service is only “free-at- 
the-time,” and they think that someone 
else is paying for it. And many of them 
think that the whole of their insurance 
contribution of about $1 a week is going 
towards the health service, whereas in 
fact the amount so allotted is only twelve 
cents a week. Less than 10 per cent of 
the cost of the service is borne by this 
part of the contributions; over 90 per cent 
is borne by the taxpayer. This means that 
the sense of personal responsibility is be- 
ing whittled away—a most serious thing 
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for the spiritual and moral fibre of any 
nation. 

A second principle of the welfare state 
is that those in authority do not trust any- 
one to spend his own money. They there- 
fore collect all, or nearly all of it, and 
spend it for him. This takes away from 
the individual a very large proportion of 
responsibility for what he does for him- 
self. It is even almost impossible for him 
—until it is too late—to find out how his 
money is being spent. So he has lost his 
freedom of action, and has become a ver- 
itable slave of the bureaucracy. 


This brings me to a third principle of 
the so-called welfare state—the need for 
control. I do not deny that a measure of 
control is desirable and necessary. In 
fact, our profession during the working 
of the N.H.I. from 1911 to 1948 recog- 
nized this need, and showed that we are 
not only prepared but anxious to control 
ourselves. We have shown ourselves to be 
thoroughly capable in this matter, and it 
has been done and done well, with such 
little interference from the authorities 
that harmony and happiness existed. How 
did this state of affairs come about? 

Because all interested parties were dem- 
ocratically represented on the bodies which 
exercized control. Because control was 
not carried out just as the whim of any 
political party. Because no regulation 
was made without their own full agree- 
ment. Because in the main they were 
treated with fairness and equity. Because 
they could resign at any moment, and still 
find plenty of other work to do. Because 
the vast majority of the doctors were ful- 
filling a vocation and were jealous of their 
good name, their reputation, and the high 
age-old traditions of their calling. Because 
they themselves in a fully democratic 
fashion were controlling themselves, and 
never felt that a bureaucracy or a political 
party was ordering them about. 

In contradistinction to being made to 
feel that we are partners and free laborers 
in the service of the sick, we are made to 
feel servile and controlled. 


As I have said, every person, whether a 
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Briton or a foreign national, has the right 
to the services of a family doctor, and that 
service is “free-at-the-time.” A very large 
proportion of the public favor this system. 
There is little doubt, however, that there 
is much thoughtlessness and imprudent 
greed in the use of the service. Many are 
stupid enough to believe that because they 
pay nothing at the time they are getting 
something “free.” 

We are anxious to see that the public 
receive that intangible thing, good medical 
care—which means early diagnosis and 
early and good treatment—and that they 
should not lose this birthright for a mess 
of pottage. 

The exchequer has at last realized that 
my country cannot afford to make avail- 
able the unbridled use of such an essential 
service. 

Whereas last year the Health Service 
cost nearly $1500M. They have now im- 
posed an arbitrary ceiling of under 
$1200M. and a few weeks ago ordered 
that 50 per cent of the cost of dentures 
and spectacles should be paid for by the 
patient. 

A good thing which the scheme was in- 
tended to bring about was that the doctors 
would have more time for the care of the 
health, in addition to the illnesses, of the 
people. It was hoped that the removal of 
a financial barrier would enable the doctor 
to see patients earlier in the course of 
their illness, and would bring him into 
more intimate touch with the normal and 
the near-normal. However, he is over- 
worked, and required to carry out much 
nonclinical work in the way of certificates 
and form filling; there are few opportuni- 
ties for indulging in the real work for 
which he was trained, and his clinical ex- 
cellence suffers. If, owing to a proportion 
of his time being taken in nonimportant 
matters, his day’s work is disorganized, 
then those who are really ill cannot be 


attended to. The plans envisaged that the 
doctor would be happy and not frustrated 


in his work, but in many instances this 
does not occur. The plans were meant to 
make it easier for a young doctor to get 
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into practice, and give him an easier time 
once he is established. In many cases this 
is not so. The planners promised that 
they would carry out the recommendation 
of the Spens report (which was a pre- 
agreed document), and that the doctors 
should be able to earn in the service thé 
same (or greater) financial reward as 
they did before, with prewar values trans- 
lated to the present day. All know that 
these promises have not been fulfilled. The 
plans included ample facilities both for 
postgraduate study and for relaxation, 
but in many instances this has not come 
about. 


The Hospital Service-—With regard to 
the hospital service, the repeated sugges- 
tions of the profession that hospitals 
should be grouped have been adopted. 

The state has assumed financial respon- 
sibility for seeing that hospital beds are 
where they are needed and that they are 
properly equipped. We have pressed for 
something like this for many years, and 
it is what the politicians guaranteed. But 
those of you who have had experience of 
bureaucratic promises, whether oral or 
written, know what a difference exists 
between the promises and what actually 
comes about. Today, in many areas, it is 
more difficult for a patient to get into 
hospital. In some places there are wait- 
ing-lists of twelve to eighteen months. 
Great difficulty is often experienced in 
getting accommodation for an emergency, 
for the aged, and for the chronically ill; 
so that, although I say it is good for the 
state to assume financial responsibility, 
this is true only if the promises are ful- 
filled. 

The planners promised that everything 
should be done to encourage the specialist 
not only to be happy in his public work 
but to carry out his private practice under 
the same roof. In the administration of 
the plan the number of private beds has 
been diminished, the charges have rock- 
eted, and the effect has been that in many 
districts private practice for the specialist 
has almost disappeared. 

The private wards and private blocks 
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attached to the former voluntary hospitals 
were donated by the public, so that those 
of lower income limits who had been 
thrifty and hard-working enough to be 
able to save and so to afford extra com- 
forts could use those beds when they were 
ill. These private and semiprivate facili- 
ties have been, and are being, gradually 
removed from the reach of those for whom 
they were provided, and this in spite of 
the fact that the government promised 
that hospitals should be utilized for the 
purposes for which they were set up. 

With regard to hospital finance, this 
now depends on public finance. During 
the first year of the service the minister 
ordered a 10 per cent cut in hospital ex- 
penditure, and recently ordered a further 
20 per cent cut in expendable hospital 
money. Someone must suffer—the pa- 
tients, or the service, or the consultants. 

A few weeks ago the medical staff of at 
least two teaching hospitals were told that 
they must make “voluntary” cuts in their 
salaries. 

A Tragic Aspect.—Let us now turn to 
some general observations. 

The first was summed up by Dr. Wand 
(the leader of the Family Doctors’ Com- 
mittee) at the annual meeting of the 
British Medical Association a short time 
ago, when he said: “The government 
plunged headlong, against our advice, into 
a comprehensive medical service.” This 
is perhaps the most tragic aspect of the 
matter, and, partly because of the bigness 
and partly because of the suddenness of 
the scheme, many pitfalls have arisen. 
It meant that many doctors entered the 
service because of the blackmail of eco- 
nomic pressure. It meant that many en- 
tered the service with ill-will, whereas 
with tact, careful negotiation, and reason- 
able compromise our help and goodwill 
would have been assured, because from 
first to last the main object of the pro- 
fession was to spare no energy to establish 
the best possible health service for the 
nation. 

In this connection I quote words of Miss 
Jennie Lee, who is a member of Parlia- 
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ment and the wife of Mr. Aneurin Bevan, 
who was until recently the Minister of 
Health. As reported in the official Parlia- 
mentary report for June 21, and speaking 
in the debate on the government’s capital 
investment programme, she asked: “Will 
the Chancellor of the Exchequer please try 
a little harder to meet the real fear in 
many of our minds that by trying to do 
too much too soon he will not get as good 
a defence programme as otherwise he 
would; and will he also keep in mind that 
if he wants the best results he needs the 
cooperation of men and women as well as 
machines—men and women who really 
understand what he is trying to do and 
what he has got to do?” 

We said the same thing to the planners 
many times. Would that she had talked 
in her sleep four or five years ago. 

Some General Reflections—Time does 
not permit me to disclose to you all the 
evils of gigantic burocratic planning 
whether in industry or medicine. That 
suffering is often bound to occur in order 
that a plan may be carried out will be 
agreed by all. Sometimes it is the com- 
munity that suffers, sometimes it is the 
doctor; but too often it is the one for 
whom the plan was meant to function to 
avoid suffering—the patient. 

The bigger the plan the greater the cost 
would appear to be, and the more imper- 
sonal. A large officialdom is out of touch 
with the individual workers. Although 
the officials are usually clever people on 
small matters, many of them are ignorant 
and hopeless in big matters. So we have 
come under the control of inexperts, and 
are subject to remote authority. 

Another general reflection is that after 
three years the government, feeling that 
it has got you in its grasp, gets dustier 
and dustier in its attitude towards you. 
If you are an independent profession the 
government listens to you, listens with 
respect, and sometimes even takes advice. 
Parliament has already begun to make 
changes. The new Minister of Health, in 
a letter of May 23, recognized “the diffi- 
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culties which many doctors are known to 
be experiencing.” We look forward with 
confidence to such further amendments 
that Dr. Wand will no longer be able to 
tell him—as he did recently—that there is 
“considerable frustration, that the young 
man was feeling and saying that there was 
nothing to go for, and that the man who 
was established felt that he was being ex- 
ploited,” and “that it was his business to 
see that there was no such frustration in 
the ranks of general practice, as would 
make it less good than it should be.” 

How to Improve the Service.—Can the 
scheme be improved? first, we must ask 
another question: How is it possible to 
get back into the people a sense of moral 
responsibility for their medical care? I 
believe the answer is that only by making 
a payment, if only a token payment, at the 
time of the receipt of the service will each 
individual be made to feel that he himself 
is responsible for the careful use of that 
service. But, I hear you say, you doctors 
have always stipulated that there should 
be no financial barrier between the patient 
and the treatment he needs. I agree. 
“Barrier” is a strong word—it means an 
iron curtain: but “no financial barrier” 
does not mean that there should be no 
financial charge whatever. 

How much, let us ask, constitutes a 
barrier? I would remind you that out of 
the weekly contribution to national insur- 
ance the family doctor receives less than 
three cents. In England twenty cigarettes 
cost forty-nine cents, and each cigarette 
costs two and a half cents. The family 
doctor, therefore, out of the contribution 
receives the equivalent of approximately 
one cigarette a week! Would the equiva- 
lent of one or two cigarettes charged for 
the container of the medicine constitute 
a financial barrier? Would the equivalent 
of three or even six cigarettes constitute 
a financial barrier for a prescription or 
for an X-ray examination? 

The government recently announced, 
through no less a person than the Prime 
Minister, its acceptance of the policy that 
fourteen cents should be charged for each 
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prescription. Had it had the moral cour- 
age to implement that policy, there would 
have come about overnight a new sense 
of personal responsibility, a new awaken- 
ing of moral integrity, a complete altera- 
tion in the economics of the service, a 
saving, according to Mr. Attlee, of $30,- 
000,000 a year. It would have proved a 
financial deterrent to any irresponsible or 
frivolous use of the service. It would have 
largely restored the independence of the 
doctors. It would have meant that each 
family took a more intelligent interest in 
its own minor ailments; it would have 
eased the heavy burdens of the family 
doctor, and given him more time to attend 
to matters of health in addition to those 
of sickness. 

I am reminded of the government doc- 
tor in Africa inoculating the population 
against yellow fever. Although the serv- 
ice was free, and they were told it was 
free, each and every one insisted on paying 
his penny or twopence, in gratitude for 
the white man’s magic. These men had 
enough sense of moral responsibility to 
feel unable to accept “something for 
nothing.” 

Token payments.—Secondly, what can 
be done to ensure that the people do not 
retain the idea that someone else is paying 
for the service, but are made to realize 
that they are paying for it themselves? 
The answer is, I believe, the same: that a 
token charge for many more of the details 
of the service should be made. At last 
the government is making a token charge 
for teeth and spectacles. This principle 
could be extended. A charge could be 
made for the container of the medicine, 
and a charge for the prescription, both of 
which are levied in the isle of man. Sim- 
ilarly, there should be a token charge for 
an X-ray film, and a hotel charge for a 
hospital bed. Even a weekly one-dollar 
hotel charge for a hospital bed would in- 
crease the public’s responsibility, care, and 
thoughtfulness in the usage of hospital 
beds. Because I know of no rooming 
house that will put you up for a dollar a 
week, I suggest that a higher figure would 
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be reasonable, except of course where even 
this sum would constitute a financial bar- 
rier. As the prime minister suggested in 
the case of old-age pensioners in relation 
to the prescription charge. 

There is some case to be made out for 
the individual doctor’s being allowed to 
charge a fee for the first consultation in 
any particular illness. I realize the diffi- 
culties of this, and it might be better to 
have a small charge for each consultation. 
If every family doctor were allowed to 
charge only half a dollar, or even a dollar 
(the equivalent of forty cigarettes) for 
each first consultation, it would constitute 
a direct award for his work, would ease 
the load of the exchequer and of the tax- 
payer, and the community would be pro- 
tected against itself. A first-instance con- 
sultation fee would lead to a more intelli- 
gent and responsible usage of the service 
by the patient and an infinitely healthier 
doctor-patient relationship. 

I fail to understand why we should have 
only a subsidy for food, and not a subsidy 
but a total payment for medical care. 

I am aware that there are those who 
declare that it is immoral to receive a 
direct fee and that all doctors should be 
dependent on the state. I maintain that 
the converse is true. I would argue that 
we, as doctors, are most concerned that 
a patient should have a direct positive 
sense of his own responsibility. We know 
how vital it is to have a response by the 
spatient for his own welfare. He must be 
interested in his own recovery, for without 
this he might as well spend the rest of 
his days in a government hospital. An 
essential part, therefore, of therapeutic 
treatment is that it should include a token 
transaction. 

Position of the General Practitioner.— 
What is needed in the field of general 
practice? Let us again cite what Dr. 
Wand said at the annual meeting a few 
days ago. The minister of health had re- 
cently written agreeing that the Spens 
report remains the basis of the remunera- 
tion of the family doctor. He required 
that there should be a ceiling of less than 
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$1,200,000,000 on the whole service, and 
a redistribution of the doctors’ moneys 
dependent upon a reduction of the drug 
bill. The doctors said they had given the 
fullest cooperation and earned the right to 
a just settlement; that their responsibility 
was second to none, as they were on duty 
twenty-four hours a day, seven days a 
week. They claimed that their status has 
a definite financial bearing and that their 
merit can be measured only by remunera- 
tion. 

The doctor’s net remuneration of less 
than three cents a week is subject to tax, 
and is continually falling on account of 
increasing expenses. Spens said that a 
definite proportion of doctors should earn 
$7,500 a year at prewar values and, let 
me add, only in the last few days has the 
chancellor told us that one dollar prewar 
is today worth less than 50 cents. 

Dr. Wand and his committee want to 
solve the difficulties of the young man who 
is entering and who has entered practice, 
to ease the burden of work and frustra- 
tion, and to do away with the feeling that 
there is nothing to aspire for. 

Good and steadily improving doctoring 
was practiced in the past, and we are 
anxious to keep it good. 

The profession maintains that its first 
duty is to its patients, and that it is highly 
improper that the amount of professional 
remuneration should be dependent upon 
the economics of prescribing; doctors do 
not want their remuneration to be depend- 
ent upon depriving patients of necessities. 

They want to give the public a really 
happy atmosphere of service and to do 
away with the serious distrust which ex- 
ists in the minds of so many of the people. 

The Consultants’ Requirements.—What 
is required by the consultants? 

In the first place, they want to function 
as full partners in the hospital service, 
and not as subordinates. They see the 
hospitals being run more and more by 
salaried administrators, both lay and med- 
ical. In many hospitals the representative 
staff medical committee has little influence, 
or may not even be recognized. In spite 
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of repeated requests medical committees 
are not statutorily established. 

For ages a spirit of partnership has ex- 
isted between the lay and medical elements 
in hospital work. For many generations 
hospitals have been founded, have been 
maintained, and have flourished in this 
spirit. Now we are faced with the grow- 
ing danger that instead of being partners 
we may become subordinate employees. 

In the second place, consultants want to 
have a much greater say in the choice of 
their own colleagues. The present meth- 
ods of making medical staff appointments 
are most unsatisfactory. Except in some 
of the teaching hospitals the medical staff 
now no longer have the official oppor- 
tunity of recommending appointments to 
their board. Appointments are made on 
the recommendation of a mixed lay and 
medical committee, with a lay chairman, 
and with minimal representation of the 
staff, who often have not had the oppor- 
tunity of even examining the applications, 
and seldom, if ever, have the official right 
to see the candidates. This disturbance 
of the traditional method of making ap- 
pointments has made the future of hun- 
dreds of junior staff very uncertain, and 
their present state is one of despair. 

In the third place, the consultants have 
always shown themselves anxious to be 
the constant advisers to the government. 
We have frequently said that we want to 
help; that our advise is always ready if 
only the state will receive it. Our real 
object is the best service, and this is shown 
by the fact that we have not been behind 
other members of our profession in never 
sparing ourselves. We want machinery 
for continued consultation between our 
democratically elected representatives and 
the government—and not only by bodies 
whose members are chosen by the govern- 
ment. 

Problems have gone wrong because the 


government formed its own ideas on sub-— 


jects it knew nothing about, instead of 
being guided by the profession. Some of 
its decisions have earned widespread pub- 
lic derision. But still we have to fight to 
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be continually consulted and for the gov- 
ernment to accept the advice of the elected 
members of the profession. 

Democratic Election.—Lastly, and most 
important of all, we want a free demo- 
cratic election to all stages of the partner- 
ship. We want the medical staff of each 
hospital to have the right to elect from 
among their number representatives to 
all committees. If all statutory and ad- 
visory committees were democratically 
elected they would have a great moral 
force, which is so sadly lacking in many 
committees and boards today. 

Today it is forbidden to ask for any 
financial assistance for any government 
hospital (and there are very few others) 
but the consultants would like to see a 
reawakening of local interest in hospitals 
on the part of the lay public, and the lay 
members of hospital management com- 
mittees democratically elected. In pa- 
renthesis, I may say that this local interest 
would be increased if the right to appeal 
for voluntary help—both financial and 
personal service—were restored to the 
local hospitals. 

If we set about the job of using our 
influence to promote the best for the 
health of our people in a constructive 
spirit, we shall so interpret the “enabling 
act”—as it is often called—that we shall 
be enabled to do the work for which we 
have been trained free of the shackles of 
bureaucracy, and we shall save the poli- 
ticians from themselves and our sons and 
successors from the politicians. 

If the art, the science, and the practice 
of medicine are to be crippled and stultified 
and frustrated by the baneful influence 
of elections we are lost indeed. If the doc- 
tor, while he exposes his own body to the 
dangers and fatigues of hard and consci- 
entious medical work, sees the very foun- 
tain of his strength becoming more and 
more blocked by corrupt regulations, and 
hears the mirth and riot of ignorant and 
luxurious laymen drowning the groans and 
complaints of the sick, the suffering, the 
tuberculous, and the aged, and the moan- 
ings and discomfiture of his colleagues 


; 
“th 
x? 
| 
530 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS, OCTOBER, 1951 


ASSEMBLY BANQUET, GRAND BALLROOM, PALMER HOUSE 


ASSEMBLY BANQUET, GRAND BALLROOM, PALMER HOUSE 


CNS 
ly 


. 


VOI 
reg 
the 
suf 
Th 
of 
we 
not 
lib 
ne’ 
an 
an 
by 
pol 
bw 
seg 
ask 
( 
cle 
she 
mu 
( 
wil 
( 
an 
its 
tri 
an 
ant 
to 
ass 
inc 
na 
up 
cal 
an 
Ch 
tid 


VOL. XVI, NO. 4 


regarding their department glories, he will 
cease to follow medicine as a vocation. 

The ministry may control his body by 
their regulations at the expense of human 
suffering, but they cannot control his soul. 
They have not controlled the heroic ardour 
of our love for humanity, but the flesh is 
weak. Injustices are increasing, and can- 
not quickly be forgotten. A free and 
liberal profession must see to it that it is 
never stifled by the juggernaut of jealous 
and jejunal jargon, by rigid regulations 
and repeated refusals, by incessant insults, 
by partial promises permanently post- 
poned, and by the baneful blunders of 
bureaucratic bewilderment. 

In conclusion, there are some heart- 
searching questions which, I feel, we must 
ask ourselves. 

Can we—both you and I—differentiate 
clearly between the social reforms we 
should like to see come about and com- 
munism? 

Can you in America see what is wrong 
with the world more clearly than we do? 

Communism is based on materialism 
and has class warfare and class hatred as 
its root. I believe that in both our coun- 
tries the vast majority of both unionists 
and capitalists are violently and sincerely 
anticommunist, but surely it is not enough 
to be “agin” something—what are we for? 

Social reforms and the practical ideals 
assuring freedom and liberty both for the 
individuals within a nation and for the 
nations in international affairs were built 
up by my forefathers and by yours who 
came to New England in the Mayflower 
and founded this great nation on the 
Christian faith. 

Is it not obvious that today there is a 
tide abroad—the twentieth-century tide— 
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that is determined to see that everyone is 
cared for? But two systems are working 
side by side, both apparently with the 
same object in view; one a system which 
breaks down character and leads to an 
enfeebled and enslaved nation—the other, 
one that builds up character and leads to 
a strong, virile, happy, contented and free 
people. 

The first has the fundamental fallacy 
that if you alter conditions you will alter 
people. The state in that system is su- 
preme; the individual of no importance. 
The state changes conditions but does not 
and cannot and never will change human 
nature except to degrade it. 

If, on the other hand, we have a great 
passion for liberty and the faith of our 
forefathers and its practical application— 
a greater passion, I say, than communism 
—we shall leave no stone unturned to en- 
sure that freedom-loving peoples inherit 
the earth. 

This I believe to be the sincere desire 
of my fellow-countrymen as of yours, and 
I can say with your great writer and poet 
Ralph Waldo Emerson. 

“And so, gentlemen, I feel in regard to 
this aged England, with the possessions, 
honors and trophies, and also with the 
infirmities of a thousand years gathering 
round her, irretrievably committed as she 
now is to many old customs which cannot 
be suddenly changed; pressed upon by the 
transitions of trade, and competing popu- 
lations—I see her not dispirited, not weak, 
but well remembering that she has seen 
dark days before; indeed with a kind of 
instinct that she sees a little better on a 
cloudy day, and that in storm of battle 
and calamity, she has a secret vigor and 
a pulse like a cannon.” 


For information pertaining to qualifications for 
Certified Fellowship or Associate Membership 
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Canadian Chapter, International College of Surgeons 
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International College of Surgeons 


Section on Ophthalmology and Otorhino- 
laryngology: During the recent Assembly in 
Chicago, the EENT section held its chief 
clinical meetings at the Chicago Eye, Ear, 
Nose and Throat Hospital. Other hospitals 
also participated. 

Doctor Edwin Spaeth of Philadelphia pre- 
sided at the Eye meeting and Doctor Mathew 
Ersner presided at the Ear, Nose and Throat 
meeting. 

Among those participating were Doctor 
Conrad Berens of New York City and Doctor 
W. L. Benedict of Rochester, Minnesota. Both 
were elected honorary members of the College. 

Officers elected for the EENT section were 
Dr. Mathew Ersner, Philadelphia, President; 
Dr. Oits R. Wolfe, Marshalltown, Iowa, First 
Vice-President; Dr. William Campbell, Phila- 
delphia, Second Vice-President; Dr. William 
Krewson, Philadelphia, Secretary for Ophthal- 
mology; Dr. H. H. Scherr, New York, Secre- 
tary for Otolaryngology; Dr. L. Savitt, Chi- 
cago, General Secretary; Dr. C. L. Albaugh, 
Los Angeles, International Corresponding 
Secretary for Ophthalmology; Dr. Chevelier 
L. Jackson, Philadelphia, International Cor- 
responding Secretary for Otolaryngology, and 
Dr. Paul C. Craig, Reading, Pennsylvania, 
Associate Editor, Journal of the International 
College of Surgeons. 


Next Year’s Assembly: The 1952 Assembly 
will also be held in Chicago. 


New York Surgical Section: The New 
York Surgical Section of the United States 
Chapter, International College of Surgeons, 
will convene at Hotel McAlpine, 34th and 
Broadway, New York, on Thursday, Nov. 1, 
1951. The meeting will be held on the twenty- 
fourth floor. The scientific sessions are open 
to all physicians and surgeons, and there is 
no registration fee. 

The scientific program is as follows: 

Presiding: Henry M. Scheer, M.D., 
F.A.C.S., F.I.C.S., Chairman, N. Y. State 
Surgical Section 


United States and Canadian Chapters 


Arnold S. Jackson, M.D., F.A.C.S., F.1.C.S., Secretary 


2-2:30 p.m. Walter A. Coakley, M.D., F.A.C.S., 
Brooklyn, New York 
Chief Plastic Surgeon, Kings County 
and St. Mary’s Hospitals; Consulting 
Plastic Surgeon, Caladonian, Wyckoff 
Heights and Brooklyn Eye and Ear Hos- 
pital; Surgeon, St. Vincent’s Hospital, 
New York; Plastic Surgeon, Holy 
Family Hospital, Brooklyn, N. Y. 
Care and Treatment of Burns in 

Event of Disaster 


2:30-3 p.m. Rudolph Nissen, M.D., F.I.C.S. 
New York, New York 
Assistant Professor of Clinical Surgery, 
State University of New York, College 
of Medicine at New York City, Brook- 
lyn, N. Y.; Attending Surgeon, Maimo- 
nides and Jewish Hospitals of Brook- 
lyn 

Management of “Difficult Situations” in 
Surgery of Peptic Ulcer 


3-3:30 p.m.: Philip Thorek, M.D., F.A.C.S., 
F.1.C.8., Chicago 
Instructor in Surgery, University of 
Illinois; Assistant Professor of Surgery, 
Cook County Graduate School of Med- 
icine; Associate Attending Surgeon, 
Cook County Hospital; Attending Sur- 
geon, American Hospital, Chicago 

Intestinal Obstruction 


3:30-4 p.m.: Edwin J. Pulaski, M.D., D.Sc. 
(Surgeon) F.A.C.S. Colonel, (M.C.) 
United States Army. Walter Reed Hos- 
pital, Washington 
Assistant Professor of Clinical Surgery, 
Baylor University of Medicine, Houston, 
Texas; Lecturer in Surgery, Texas; 
Chief, Surgical Research Unit and 
Septic and Plastic Section, Brooke Gen- 
eral Hospital; Colonel, (M.C.) Walter 
Reed Hospital, Washington 

Antibiotics 


4-4:30 p.m.: William Carpenter MacCarty, 
Sr. M.D., F.A.C.S., F.I.C.S., (Hon.) 
Rochester, Minnesota 
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International Representative At Large, 
International College of Surgeons 
A Look at Some Facts about 
Gastric Cancer 
4:30 p.m.-5:00 p.m....... General discussion. 


The event will close with a dinner at 7 p.m. 
The guest of honor is H. Lamont Pugh, Rear 
Admiral, M.C., U.S.N., Surgeon General and 
Chief, of the Bureau of Medicine and Surgery, 
Department of the Navy, Washington, D. C., 
Former Chief of Surgical Service, Naval Hos- 
pitals at Pearl Harbor, T.H., San Diego, Cali- 
fornia, and Bethesda, Maryland, with Profes- 
sional attendance at the Mayo Clinic, the 
Lahey Clinic, the Royal Victoria Hospital 
(Montreal), St.  Luke’s Medical Center 
(Tokyo), and certain clinics of Vienna. 


Dr. Dailey to Lecture in Pakistan: Dr. 
Ulysses Grant Dailey, F.I.C.S., well known 
Chicago surgeon, left New York by plane 
on Oct. 7, 1951, for Pakistan, where he 
will give lectures and clinics in surgery 
at the three medical centers of that country 
(Karachi, Lahore and Dacca). The assign- 
ments, given under an exchange agreement 
between the U. 8S. State Department and the 
Pakistani government, begins October 15. 
Dr. Dailey plans to return to his practice 
about February 1. 


Colombia Chapter Assembly: The Colom- 
bia Chapter of the International College of 
Surgeons will assemble at Bogota from Octo- 
ber 29 through November 4, 1951. For com- 
plete information, please address the Inter- 
national Secretary, 1516 Lake Shore Drive, 
Chicago 10. 


French Chapter: The new French Chapter 
of the International College of Surgeons, 
with Prof. Darget of Bordeaux as president, 
reports the highest anticipations of 
success and growth. The formation of this 
fine new chapter was granted during the re- 
cent visit of key members of the College to 
the surgeons of Paris. At that time there 


Postgraduate Courses 


CHAPTER NEWS 


was a lively interchange of ideas, and a num- 
ber of impressive operative demonstrations 
were presented by distinguished French sur- 
geons. The American delegation, in return, 
gave a banquet for the interallied circle. En- 
thusiasm for the new chapter ran high. Prof. 
Darget, its first president, addressed the 
assembly, speaking with great warmth on the 
subject of the College, its ideals and its 
purposes. 


A short address was given by M. LeDoyen 
Portmann, who paid warm tribute to Dr. Max 
Thorek, Founder, and Dr. Herbert Acuff, 
President, of the International College of 
Surgeons. “This is the first time,” he said, 
“that in an international association of sur- 
geons one sees all the surgical specialties in- 
cluded. ... Far from separating the different 
specialties by tight divisions, the modern 
evolution of surgery gathers together men of 
different interests and techniques but all 
alike devoted to the great principles and the 
ever-advancing methods of modern surgical 
science.” 

Other speakers were Malcolm T. MacEach- 

ern (Chicago) Retired Director of the Amer- 
ican College of Surgeons; Francisco Grana 
(Lima, Peru) ex-President of the Interna- 
tional College of Surgeons; Prof. Martin 
Lagos of Madrid; Antonio Bobbio (Turin) 
Sec. of the Italian Chapter; Dr. Arnold S. 
Jackson, Sec. of the U. S. Chapter; Dr. Henry 
W. Myerding of the Mayo Clinic, U. S. Chap- 
ter; Oliver Lodge (Halifax); M. James T. 
Brailsford, (Birmingham); M. N. J. Nichol- 
son, (Louth); M. J. Desmond O’Neil (Skeg- 
ness, England); Prof. George Chapchal, 
Utrecht, and Dr. R. L. Sensenich, South Bend, 
Ind. 
. From this meeting, which was attended by 
a number of French surgeons from Paris and 
the provinces, there emerged the impression 
that an important step had been taken toward 
the perfection of international friendship and 
cooperation. This was felt by the Americans 
present as deeply as by their French col- 
leagues. 


are in preparation and will shortly be made available by the International 
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General News Notes 


American College of Cardiology: The first 
country-wide assembly of the American Col- 
lege of Cardiology has been called for Octo- 
ber 5 and 6 at the Hotel Statler in New York 
City. The College, which was organized in 
1949, restricts its Fellowship to specialists 
in cardiac and vascular disease and to full- 
time scientists and teachers doing research in 
circulation problems and related subjects, such 
as circulatory anatomy, physiology, pharma- 
cology and pathology. There are no lay mem- 
bers, though any physician who is interested 
may be admitted to membership in the pros- 
pect of future advancement. The close asso- 
ciation of basic science investigators and 
practicing specialists is unusual in a Medical 
Specialty College, and is therefore expected 
to result in an unusually successful and in- 
formative program. 

The evening of the 5th will find the Fellows 
guests of the local New York Society for 
Circulatory Diseases at an informal dinner at 
6 p.m., after which there will be a short busi- 
ness meeting and a scientific session. <A 
hitherto unpublished report of several hundred 
cases of surgical treatment of mitral stenosis 
will be presented by Dr. Robert Glover of 
Hahnemann Hospital, Philadelphia, and will 
be discussed by Dr. Lester Breidenbach of 
Beth David Hospital, New York. 

The College itself will hold an all-day ses- 
sion on the 6th, when it will consider and 
discuss all aspects of coronary disease, ana- 
tomic, pathologic, symptomatologic, diagnostic 
and therapeutic. 

The highlights of the program are as fol- 
lows: 

Normal and Pathological Anatomy of the 

Coronaries 

Monroe J. Schlesinger, M.D., Director of 
Pathology, Beth Israel Hospital, Boston 
Discussion opened by Leonard E. Field, 
M.D., New York 
Coronary Circulation 
Donald E. Gregg, M.D., Chief of Dept. 
of Cardiorespiratory Diseases, Army 
Medical Center, Washington, D. C. 


The Biochemical Nature of Angina Pectoris 


Prof. W. Raab, Professor of Experimental 
Medicine, Burlington, Vermont 

Discussion started by Bruno Kisch, M.D., 
New York 


Clinical Symptomatology of Coronary In- 
sufficiency 

Capt. Ashton Graybiel, M.C.; U.S.N., Di- 

rector of Research, U. S. Naval School of 

Aviation Medicine, Pensacola, Florida 
Discussion started by David Scherf, M.D., 

New York 

Pharmacology and Therapeutics in Coronary 

Diseases 

Dr. Carl F. Schmidt, Professor of Pharma- 

cology, University of Pennsylvania, Phil- 
adelphia 

Discussion started by K. I. Melville, M.D., 

Montreal. 
Other important papers will also be presented. 

The series of sessions will be opened by Dr. 
Franz M. Groedel, president of the College, 
an internationally famous cardiologist and 
author of numerous books and papers relating 
to cardiology. Many of the lecturers and 
discussants are chiefs of important research 
and hospital centers in civilian, military, 
naval and aviation medical circles. 

After the final scientific session the College 
will hold a dinner in the Georgian room of the 
Statler Hotel. Information about registra- 
tion for the meeting and membership in the 
College may be had by addresséng an inquiry 
to the office of the President, Dr. Franz M. 
Groedel, at 829 Park Avenue, New York 21, 
N.Y. 

American Academy of Obstetrics and 
Gynecology: The National Federation of 
Obstetric-Gynecologic Societies recon- 
stituted itself as The American Academy of 
Obstetrics and Gynecology. This action was 
taken at a Federation meeting held on June 
13, 1951, in Atlantic City, in response to the 
long-felt need for a national society for 
obstetricians and gynecologists based on in- 
dividual and personal membership. 

The following officers were elected: 

President: Woodward D. Beacham, New 
Orleans, Louisiana 

President-Elect: Carl P. Huber, Indian- 
apolis, Indiana. 

Vice-President: Louis H. Douglass, Balti- 
more, Maryland 

Treasurer: Herbert E. Schmitz, Chicago, 
Illinois 
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Secretary: Ralph A. Reis, Chicago, Illinois 

Executive Board: Robert G. Craig, San 
Francisco, California; John L. Parks, Wash- 
ington, D. C.; Charles D. Kimball, Seattle, 
Washington; Samuel B. Kirkwood, Win- 
chester, Massachusetts; Philip F. Williams, 
Philadelphia, Pennsylvania 

The Academy was incorporated on Aug. 4, 
1951, as a nonprofit corporation under the 
laws of the state of Illinois. Its objects are 
listed in the Constitution and Bylaws, which 
were adopted at a meeting held at Hot 
Springs, Virginia, on September 5. They in- 
clude “fostering and stimulating interest in 
obstetrics and gynecology and all aspects of 
the work for the welfare of women which 
properly come within the scope of obstetrics 
and gynecology.” 

The first business meeting of the Academy 
will be held at the time of the meeting of 
the American Congress on Obstetrics and 
Gynecology in Cincinnati, March 31 through 
April 4, 1952. The First Annual Clinical Meet- 
ing will be held in Chicago during the winter 
of 1952-53. 

Applications for Fellowship may be ob- 
tained from Ralph A. Reis, Secretary, 116 
South Michigan Avenue, Chicago 3, Illinois. 


Congress of European Haematology So- 
ciety: The third congress of this society will 
take place in Rome, October 3 to 6, under the 
auspices of the Italian Haematological Society. 
The program includes a discussion of Iso- 


topes; Histochemistry and Modern Micro- 
scopy; Reticuloses; A.C.T.H. and Cortisone; 
and Coagulation. Inquiries may be mailed to 
Dr. H. Torrioli, 24, Via Genoa, Rome, Italy. 


Medical Association for the Prevention of 
War: This association met at the Royal Col- 
lege of Surgeons, London, on June 8. Rules, 
policies and elections of officers for the coming 
year occupied the greater part of the session. 
The high ideals of the organization brought 
out a large attendance of doctors interested in 
the prevention of war. 


Essay Competition: The American Uro- 
logical Association announces an essay con- 
test, with the following rules: 

1. Competition shall be restricted to urolo- 
gists that have been in practice less than 
five years, and those in training to be- 
come urologists whose work shall be 
sponsored by their mentor, a member of 
the A.U.A., the offering to represent the 
individual work of the essayist. 
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. The subject matter of the essay shall 
be the result of some specific clinical or 
laboratory research in Urology. Papers 
that have been previously published, will 
not be considered. 

. All essays, along with pictures and 
tables, shall be submitted in triplicate 
with no indication as to the identity of 
the writer or his institutional affiliation. 

. The offering shall be distinguished by 
legend, and in a sealed envelope with 
the distinguishing legend on the outside 
must be the name, address, and institu- 
tional affiliation of the competitor. 

. The essayist shall also give the following 
information: 

(a) Name of medical school from which 
he graduated and date when he re- 
ceived degree of Doctor of Medicine. 

(b) Urological training. In what clinic or 
with what urologist and for how 
long? (Be specific as to dates, posi- 
tions held, whether in a hospital or 
in an out-patient department, etc. 
Name of hospital and location). 

(c) Length of time in private practice 
of Urology. (Please be specific as to 
dates.) 

(d) Percentage of present practice 
which is urological. 

. Essays shall be in the hands of the sec- 
retary of the American Urological Asso- 
ciation on or before February 15, 1952. 

. The winner of the first prize shall have 
a place, with special designation on the 
program of the forthcoming meeting of 
the American Urological Association, 
that is to be held at the Chalfonte- 
Haddon Hall, Atlantic City, N. J., June 
23-26, 1952. 

. All papers presented at the annual meet- 
ing of the American Urological Associa- 
tion become the property of the Associ- 
ation and are published in the official 
magazine (The Journal of Urology), sub- 
ject to the approval of the Editorial Com- 
mittee. 

. The Committee on Research shall decide 
which of the essays shall receive the 
$500, $300 or $200 prizes; and shall also 
be privileged to omit any or all awards 
if no essays are deemed worthy. 
Further inquiries should be addressed 

to Charles H. de T. Shivers, M.D., Secre- 
tary, Broadwalk National Arcade Building, 
Atlantic City, New Jersey. 
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N ew Books 


Malignant Tumors of the Bladder: Their 
Treatment Via the Open Bladder. By Ray- 
mond Darget. Paris: Masson et Cie, 1951. 
Pp. 105, with 83 illustrations (1 in color). 

This work is timely and authoritative. The 
treatment of malignant tumors of the bladder 
is still subject to controversy. Not only from 
the diagnostic but from the therapeutic point 
of view many problems are involved. Some 
surgeons recommend partial removal of that 
portion of the bladder which contains the 
neoplasm; others perform more or less 
radical cystectomies. Regrettably, patients 
frequently under observation when the tu- 
mor has reached proportions imposing diffi- 
cult therapeutic problems. Darget leans 
strongly to the conservative care of these 
tumors. He has devoted many years of study 
to the subject, and, judging by his experience, 
his conclusions on radium treatment of malig- 
nant disease of the bladder seem justified. 
He has an experience of twenty-five years. 
Of course, successful radium therapy re- 
quires knowledge and experience. 

The work begins with an introductory dis- 
cussion of general considerations concerning 
treatment of tumors of the bladder. It be- 
gins with a description of the vesical lym- 
phatics and lymph nodes. It discusses the 
chemical aspects of malignant neoplasms of 
the bladder and their anatomicopathologic 
character. In the second chapter the question 
of diagnosis is taken up, beginning with 
cystostomy, roentgenologic evaluation, cys- 
tography, intravenous urography and other 
methods of procedure. The third chapter, 
which concerns the surgical treatment of 
malignant tumors of the bladder, consists of 
a discussion of (1) partial cystectomy; (2) 
total removal of the bladder, and (3) radium 
therapy. Here the author describes his meth- 
ods and his detailed operative technic, which 
is characterized by thoroughness and analytic 
exactitude. Here also is found a discussion 
of so-called inoperable tumors. Ancillary 
treatments are pointed out, and the work 


concludes with a chapter on prognosis and © 


conclusions. The latter are extremely hope- 
ful. What is considered in many quarters a 
hopeless situation seems to be brightened by 
the conclusions reached by Darget. 


It is to be hoped that this work will be 
translated into English and that; it will find 
its way into the hands of every medical man 
who is confronted with the problem of tu- 
mors of the bladder. 

The illustrations are excellent. The paper 
is of first-class quality. All in all, it is a direct 
contribution to the literature on this subject. 


Preparation of Photographic Prints for 
Medical Publication. By Stanley J. McComb. 
Springfield, Illinois: Charles C Thomas, 
Publisher, 1950. 

This is not a detailed textbook on medical 
photography, but an analysis of the common 
defects of medical photographs, with sugges- 
tions for improvement. According to the 
author, there are basically two divisions of 
the photographic procedure in which correc- 
tions and improvements can be made. The 
first of these is the preparation of the sub- 
ject matter for photography. Here the pho- 
tographer must consider the setting or back- 
ground, the position of the subject, the rela- 
tion of the size of the reproduction to the 
original, the lighting effects, and the ade- 
quacy of the photographic emulsion. He must 
also consider whether each picture is a unit 
or whether it is a part of a series of photo- 
graphs. The second division in which correc- 
tions and improvements can be made is the 
finishing of the photograph. This covers the 
processing, the possible need to touch up the 
negative, and the arrangement of the pictures 
on the page. This book can be recommended 
to both experienced and inexperienced med- 
ical photographers to be used as a technical 
checklist. 


From a Doctor’s Heart. By Eugene F. 
Snyder. New York: Philosophical Library, 
1951. 

This discussion of heart disease is twofold. 
The author writes of the physical care of the 
heart, pointing out in general terms the ad- 
visability of living prudently. The scientific 
account of heart disease and its care is writ- 
ten in simple language so that it can be under- 
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stood by patient as well as the physician. In 
the other phase of this work, which deals 
with the spiritual health of the heart, the 
author reveals an idealistic approach to life. 
He expresses the need of sympathetic under- 
standing of humanity and faith in the ideals 
of democracy, and he promotes friendly and 
sympathetic interracial and interfaith rela- 
tionships. Throughout the book the author 
honors the general practitioner, the main- 
stay of the medical profession. 

Dr. Snyder advances his ideas in the form 
of a conversation with his wife (who is also 
a doctor) and his son. Undoubtedly the ex- 
periences which were the precipitating cause 
of his heart ailment were also the factors 
which evolved the philosophy expressed in 
this book. Dr. Snyder was born in Russia, 
where he lived until he was forced to leave 
because he was considered a antirevolutionary 
by the Communists. From Russia he moved 
to Czechoslovakia. Forty-three days before 
Hitler invaded Czechoslovakia. Dr. Snyder 
left for the U.S., and he now practices med- 
icine in Chicopee Falls, Massachusetts. 


Nonoperative Treatment of Perforated 
Gastroduodenal Ulcer. By Marc Iselin, Si- 
mone Peret and Jean-Marie Toutain. Paris: 
Editions Medicales Flammarion, 1951. Pp. 
174. 

This condensed booklet was prepared to 
direct the attention of the medical profes- 
sion to the nonoperative treatment of per- 
forated gastroduodenal ulcers. The presen- 
tation is excellent. In the first chapter the 
history of the subject is discussed; in the 
second, the physiopathologic basis of con- 
servative treatment of this condition. The 
third chapter analyzes the results of non- 
operative treatment. A global perspective 
is here given by means of tabulated data, 
and the results of expectant treatment are 
compared with those of surgical intervention. 
The research done by Iselin in this field 
is highly illuminating, and from these sta- 
tistical studies he makes an excellent case 
for nonoperative treatment. Of course, on 
this question the pendulum is swinging back 
and forth, and, although the majority of 
surgeons insist upon prompt intervention 
(either simple closure of the perforation or 
closure supplemented with other procedures), 
Iselin, after evaluating the various available 
technics in a cool, objective and unbiased 
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manner, concludes that nonoperative treat- 
ment is followed by results as good or better. 
The mainstay of the nonoperative treatment 
recommended is aspiration supplemental by 
maintenance of the electrolyte balance; this is 
discussed in Chapter 4. 

This essay is highly provocative and offers 
much food for thought. It is based on sound 
judgment and presented in a lucid, sound, 
analytical style. Much of its value is due 
to experience, sound judgment and meticu- 
lous analysis. Since it is published in French, 
it should be translated into other languages 
for as wide a circulation as possible. 

Met. 


The Kidney: Medical and Surgical Dis- 
eases. By Arthur C. Allen. New York: Grune 
& Stratton, 1951. Pp. 583, with 1115 illus- 
trations. 

This is an excellent volume which should 
be in the possession of all student surgeons 
and internists. In this era, when so much 
is written about electrolytic and fluid bal- 
ances, new methods of investigation of renal 
function and the obvious rise in the incidence 
of certain renal disturbances, such as hemo- 
globinuric nephrosis and hypertension, with 
regard to which the concepts have changed 
remarkably. The physiologic background of 
renal function has been subject to profound 
study and evaluation; therefore, this opus is 
timely, instructive and important. 

The work opens with a discussion of the 
embryology of the kidney. This is followed 
by sections on anatomy, normal and abnormal 
renal physiology. All are excellent, particu- 
larly the section on uremia. A much neglected 
clinical entity is prerenal azotemia. In the 
presence of this condition life depends on 
early recognition and prompt treatment. This 
disease should be kept constantly in mind in 
dealing with the various forms of anuria. 

The rest of the work is devoted to mal- 
formations, diseases of the glomeruli and 
diseases of the tubules. It is concluded by a 
comprehensive index. The illustrations are 
well chosen, instructive and splendidly exe- 
cuted. The publishers have done an outstand- 
ing job in selecting the type, paper, illustra- 
tions and binding. A likeness of Richard 
Bright embellishes the cover. 

Again, the author should be congratulated 
on undertaking a difficult task and accom- 
plishing it so magnificently. 

M. T. 
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Complete Inversion of the Appendix. Boon, 
T H., and Sibley, J. C., Lancet: 1:1304-1305, 
1951. 

A case of complete inversion of the appen- 
dix without concomitant intussuception of 
the ileum of cecum is presented. (Only 8 simi- 
lar cases were found in the literature.) Pro- 
fuse intestinal bleeding was the presenting 
sign. 

Although neither the clinical picture nor 
the laboratory and roentgenologic reports in- 
dicated the presence of this lesion, roentgen 
study in an occasional case of this type do 
suggest that a papillomatous lesion of the 
cecum is present. 

In any operative case in which the appen- 
dix cannot be located, the presence of complete 
inversion of this structure should be suspected. 
It would also be wise to include this lesion in 
the differential diagnosis of lesions of the colon 
producing intestinal bleeding. 

MEYER O. CANTOR, M.D. 


Sequelae of Radical Gastric Resections. 
Brain, R. H. F., Brit. M. J. 1:1137-1140, 
1951. 

Advances in surgical technic and a clearer 
understanding of water and electrolyte bal- 
ance, together with the free use of blood, have 
made it possible to perform the most extensive 
operations with a relatively low mortality rate. 
For this reason many such operative proced- 
ures are performed without regard to dis- 
tressing after-effects, which in some cases are 
so distressing that the value of the original 
operation is questionable. 

Thirty-three patients subjected to total or 
nearly total gastrectomy were followed up by 
the author to determine the incidence and type 
of change caused by the surgical procedure. 
The capacity for food was found to be invari- 
ably decreased; as a result, almost all the pa- 
tients lost weight. The dumping syndrome 
appeared in 20 of the patients, but not to a 
degree that limited the capacity for food. In 
6 patients the symptoms associated with this 
syndrome were severe, and in 2 patients they 


were found to be due to distention of the. 


distal jejunal loop. Diarrhea was present in 
almost all cases in the immediate postopera- 
tive period but had fairly well cleared up in 
three months. Steatorrhea due to faulty fat 
absorption was demonstrated in all the pa- 


tients thoroughly investigated. Vitamin B de- 
ficiencies were observed in 9. 

Studies of fat metabolism seem to indicate 
that the chief cause of loss of weight and 
failure to regain weight after total gastrec- 
tomy is due to (1) a poor capacity for food, 
(2) the dumping syndrome and (3) malab- 
sorption of fat. Vitamin B deficiencies so 
often observed can be readily corrected by oral 
administration of B complex and eradication 
of infection. 

MEYER O. CANTOR, M.D. 


Sacrococcygeal Teratomas in Infants and 
Children. Gross, R. E., Clatworthy, H. W. 
Jr., and Meeker, I. A. Jr., Surg., Gynec. & 
Obst. 42:341, 1951. 

The authors present a complete discussion 
of sacrococcygeal teratomas, based on a series 
of 40 cases observed at the Children’s Hospital 
of Boston during the past thirty years. Twen- 
ty-eight were encountered in the past ten 
years. 

The tumors occur at widely varying ages, 
but generally, in early life, they are most 
commonly observed at birth or shortly there- 
after. They are composite masses composed 
of more than one germ layer, usually all three. 
They may be benign, well encapsulated, cystic 
or solid masses, or any part may become a 
fast-growing malignant lesion and, metastasiz- 
ing widely, result in fairly quick death. The 
size of the mass does not necessarily indicate 
the degree or malignancy. They seem to be 
stimulated by inadequate surgical treatment 
and an apparently benign tumor may recur as 
a hopelessly malignant one. Histologically 
they vary widely, from completely undifferen- 
tiated to highly differentiated tissue; but all 
contain structures from at least two germ 
layers. In the authors’ opinion these neo- 
plasms arise from the primitive knot. 

Clinically, these growths occur predomi- 
nantly in the female (32 instances in 40) and 
are not usually accompanied by other anom- 
alies. Their incidence is higher in families 
that possess a twinning tendency. The larger 
growths tend to have large presacral exten- 
sions that displace the rectum and anus for- 
ward, producing partial obstruction. Further 
extension produces partial ureteral blockage. 
No neurologic defects were noted in the sphinc- 
ters, etc. 
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Roentgen study frequently confirms impres- 
sion of large retrorectal extension. In the 
present series, bony destruction was noted 
only in cases of recurrence. Invasion of the 
spinal canal was occasionally noted, and meta- 
stases were observed in the lungs and in dis- 
tant parts of the skeleton on roentgen exami- 
nation. 

This lesion must be differentiated from 
meningocele, chordma, ependymoma, and pilo- 
nidal cysts and sinuses—often a difficult feat. 

Every patient with sacrococcygeal teratoma 
should be offered surgical intervention, which 
should be complete and radical. Open drop 
ether is used for anesthesia, and the ante- 
cubital vein is cannulated for the administra- 
tion of blood and fluids. The technic of the 
operation and consists, in brief, of making an 
inverted V incision above the tumor after a 
vaseline pack has been placed in the rectum 
and sectioning the fascia down to the coccyx, 
which is. completely excised. The tumor is 
freed by sharp and blunt dissection from the 
rectum and allied structures, and its lower 
cutaneous pedicle is divided. The levators are 
sutured to the presacral fascia and the skin 
is closed, after which the pack is removed 
from the rectum. 

In the authors’ series there has been only 1 
postoperative death (due to diarrhea) and no 
infection in the past ten years. There has been 
no incontinence either urinary. The total 
number of children cured was 29. The authors 
state that if prompt and thorough surgical 
treatment is employed the vast majority of 
patients can be cured. 

HOWARD S. STERN, M.D. 


Amniotomy for the Elective Induction of La- 
bor at or Near Term. Bernard J. Hanley, 
Bernard J., West. J. Surg. 99:262, 1951. 
The first recorded induction of labor took 

place in England in 1732, when a midwife, 

Mary Donnelly, ruptured the membranes in a 

patient with a contracted pelvis. 

The first physician to perform this simple 
procedure was a Dr. Macaulay, who in 1783 
ruptured the amniotic sac in a similar case, 
and achieved the birth of a live baby. 

In 1922, Watson was responsible for a 
renaissance in interest this subject. 

Hanley carried out 653 elective aniotomies 
on private patients between 1940 and 1950. 
These represented about 10 per cent of all 
obstetrical patients managed during this pe- 
riod at his hospital. There was no maternal 
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mortality and maternal and fetal morbidity 
rates compared favorably with those patients 
who started labor spontaneously. 

The gross fetal mortality was 1.2 per cent. 
If babies born with defects incompatible with 
life are excluded, a corrected fetal mortality 
of 0.5 of 1 per cent is arrived at. Prolapse of 
the cord did not occur. The average duration 
of labor was much shorter than when labor 
was uninduced. 

No apparent anatomic injuries attributable 
to induction were sustained by the soft tissues 
of the pelvis. 

Dr. Hanley includes an excellent report on 
his own series of labor inductions. As he him- 
self states, “The sole moral and legal responsi- 
bility of elective induction of labor rests 
squarely upon the shoulders of the operator.” 

EDMUND LISSACK, M.D. 


Allergy and an Acute Condition of the 
Abdomen from the Surgeon’s Viewpoint. 
Sneierson, H., and Mazar, S. A.: Am. J. 
Surg. 81:279, 1951. 

Allergic manifestations of the gastrointes- 
tinal tract are characterized by serohemor- 
rhagic effusions into a localized portion of the 
bowel wall. There is a variable amount of 
clear to serosanguinous fluid in the abdominal 
cavity, the affected part being thickened and 
edematous and fairly well demarcated, some- 
times with hemorrhagic spots in the subserosa 
and mesentery, the arterial circulation being 
intact. The bowel and mesentery are usually 
involved in a blocklike fashion, in contrast 
to the V-shaped involvement associated with 
mesenteric thrombosis. This picture is sub- 
ject to various aberrations. Allergic condi- 
tions in the past have been reported as 
Henoch’s purpura, angioneurotic edema, Shén- 
lein’s purpura and the like. 

The authors review some of the literature 
and demonstrate that allergic disturbances 
are probably more prevalent than is recog- 
nized. They all 1 case to the literature. The 
symptoms and signs are sufficiently charac- 
teristic and may be recognizable at operation. 
The similarity of allergic manifestations of 
the bowel to those of mesenteric thrombosis 
and regional ileitis has been noted, and the 
use of epinephrine and the antihistaminic 
drugs as a means of differential diagnosis is 


suggested. 
CHARLES C. ABBOTT, M.D. 
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ISAAC ARTHUR STOLOFF 
M.D., F.I.C.S. 

On December 18, 1950, Dr. Isaac Stoloff, re- 
tired surgeon of Woodstock, New York, died 
at his winter residence in St. Petersburg, 
Florida. He was 64 years old. Born in New 
York City, Dr. Stoloff received his medical de- 
gree from the Long Island College of Medi- 
cine in 1907 and served his hospital internship 
at the New York City and Lying-in Hospitals. 
He then became associated with Dr. William 
Seaman Bainbridge at the New York Poly- 
clinic Medical School and Hospital. Except for 
a period spent in Vienna doing postgraduate 
study, Dr. Stoloff had been affiliated with New 
York hospitals for thirty-seven years, among 
these the Children’s Hospital as consulting 
surgeon, the Beth David Hospital as attend- 
ing traumatic surgeon and the Hospital for 
Joint Diseases as associate surgeon. In a 
teaching capacity, Dr. Stoloff was professor of 
surgery at the Polyclinic Medical School and 
Hospital and assistant professor of surgery 
and attending surgeon at the New York Med- 
ical College and Flower Hospital. Since his 
retirement he had devoted much of his time to 
painting; the Woodstock Art Gallery pre- 
sented a one-man showing of his work in 1948, 
and the American Physicians Art Association 
in New York had honored him with awards 
for his painting. 

In addition to holding a fellowship in the 
International College of Surgeons, Dr. Stoloff 
was a member of the National Gastroenterol- 
ogic Association, the New York State Medical 
Association, the New York Physicians Med- 
ical Society (past president) and the New 
York Academy of Medicine. 


THADDEUS ZIGMUND XELOWSKI 
M.D., F.A.C.S., F.I.C.S. 

Dr. Thaddeus Z. Xelowski, 74, died on Au- 
gust 30 in his Chicago home. Dr. Xelowski, 
who was graduated from the Pharmaceutical 
Department of the University of Illinois in 
1896 and from the University of Illinois Med- 
ical Sehool in 1903, served his internship at 
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St. Mary of Nazareth Hospital in Chicago 
from 1903 to 1905. He took postgraduate 
courses in eastern hospitals and the Mayo 
Clinic and from 1905 to 1925 was associated 
with Dr. A. J. Ochsner. Dr. Xelowski was 
chief surgeon at the Woman’s Hospital in 
Chicago from 1915 to 1921 and had been a 
member of the staff of St. Mary of Nazareth 
Hospital from 1905 until the time of his death. 
His practice was devoted largely to general 
surgery, with special consideration given to 
gynecology. 

Dr. Xelowski was a member of the following 
medical and surgical societies: the American 
Medical Association, the Chicago Medical As- 
sociation, the Illinois State Medical Associa- 
tion, the Chicago Pathological Association, the 
Polish Medical Association of Chicago, the 
American College of Surgeons and the Inter- 
national College of Surgeons. 


HENRY C. DOMS 
M.D., A.I.C.S. 

After a long illness, Dr. Henry C. Doms of 
Slayton, Minnesota, died of heart disease in 
September 1951 at the age of 71. He was edu- 
cated in the Pipestone county schools and 
graduated from high school at Pipestone. 
Dr. Doms received his medical degree from 
Kansas City Medical School, Kansas City, 
Missouri, in 1905. 

Immediately upon receiving his degree, Dr. 
Doms entered practice in Holland, Minnesota. 
After seven years he moved to Slayton, Minne- 
sota, where he established and operated the 
Home hospital and took an active part in 
civic affairs. His postgraduate work was done 
at the University of Minnesota, and he also 
taught at a nurses’ training school. 

During his lifetime, Dr. Doms was president 
of the Slayton Civic and Commerce Associa- 


' tion, the Southwestern Minnesota Medical As- 


sociation, and the Murray County Public 
Health Association. He was a member of the 
American Medical Association and of the In- 
ternational College of Surgeons. 
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